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Volume One
INTRODUCTION TO THE PORTFOT JO
This portfolio contains the work completed over three years of the Doctorate in Clinical 
Psychology training programme. The aim of this portfolio is to give the reader an overview of 
the experiences and development of the author over the three years of training.
The portfolio is divided into two volumes. Volume One is a public volume and will be held in 
the University of Surrey library. Volume Two contains more confidential material and is 
therefore a private volume. Volume Two will be stored in the psychology department at the 
University of Surrey.
Both volumes are divided into dossiers: academic, clinical and research. In this volume, the 
academic dossier contains two essays, three problem based learning reflective accounts and 
two summaries of case discussion process accounts. The clinical dossier contains a summary 
of the placements across the three years and summaries of the clinical case reports. The 
research dossier contains the service related research project, the major research project, a 
research log and the abstract of a qualitative research project.
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ACADEMIC DOSSIER
The academic dossier starts with two academic essays: the first was an adult mental health 
essay written during the first year of training. The second essay is on a professional and 
organisational issue, written during the second year of training. The essays are followed by 
three reflective accounts of problem-based learning exercises completed over the three years 
of training. Finally, there are two summaries of the case discussion group process accounts. 
Due to the more sensitive and confidential nature of these accounts, they are presented in full 
in Volume Two, the private volume, and therefore only summaries are presented here.
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Adult Mental Health Essay
Critically discuss one model for the assessment and 
treatment of people given a diagnosis of personality disorder. 
Make specific reference to the perspectives of service users.
December 2007 
Year 1
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INTRODUCTION
Personality Disorders (PD) have previously been regarded as stable, long term conditions, as 
highlighted by their classification as axis 2 disorders in the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-IV-TR, APA, 1994), with some subtypes considered ‘untr eatable’. 
Recently, there has been a movement to ensure that a diagnosis of PD does not exclude access 
to psychological treatment (Bateman & Tyrer, 2004). There are many issues around being 
given this diagnosis and controversy over some diagnoses in particular, such as borderline 
personality disorder (BPD).
This essay will focus on BPD due to it being the most common diagnosis of PD given to 
people and one that often gets assigned to people who self-harm. I was particularly interested 
in BPD having worked with many people who self-harm who have been given a diagnosis of 
BPD and from my observations of working within teams whereby the notion of working with 
someone with this diagnosis was viewed negatively. Specifically, I will focus on Dialectical 
Behaviour Therapy (DBT) for BPD. DBT was developed by Marsha Linehan (1993) to 
address the needs of people given a diagnosis of BPD with a history of ‘parasuicide’. 
Parasuicide is termed by Linehan to encompass any behaviour that results in injurious harm to 
the individual, whether or not there was suicidal intent. I found the DBT view of moving 
away from the pejorative label and viewing people as ‘attention seeking and manipulative’ 
appealing. However, I was less enthused with the strict adherence to the treatment goal 
hierarchy advocated by Linehan, with decreasing the ‘dysfunctional’ behaviour of 
‘parasuicide’ as the key priority before examining the distress underpinning such behaviours. 
This treatment model raises many interesting questions including: Is DBT effective? Can 
DBT be generalised and applied to different settings, including settings in the UK and within 
the constraints of the NHS? What is the priority of treatment for service users and what are 
their experiences of DBT? Is this different to service providers’ priorities?
This essay will focus on the effectiveness of DBT and how this is determined, and the issues 
surrounding self-harm within this model. There will be a discussion of the concept of BPD 
followed by an outline of the theory and treatment model of DBT and an evaluation of the 
research. I will then consider perspectives on DBT for BPD, including those of service users.
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BPD
What does this stand for?
The International Classification of Mental and Behavioural Disorders (World Health 
Organisation, 1992) is more commonly used for diagnosis in the UK. However, since 
Linehan’s model and much of the research on BPD is based upon the DSM-IV-TR diagnostic 
criteria, I will refer to this. The DSM-IV-TR defines BPD as ‘a pervasive pattern of 
instability of interpersonal relationships, self-image and affect, and marked impulsivity’ 
(p.706). It is estimated that approximately 2% of the population in the USA would meet the 
criteria to be given a diagnosis of BPD, with increasing numbers of people in the UK being 
given this diagnosis (Allen, 2004). Whilst arguments surrounding the controversy and 
stigmatisation of this diagnosis are lengthy, it is important to note they exist in addition to the 
gender bias and high prevalence of sexual abuse and self-harm in people given a diagnosis of 
BPD.
Of the people given the BPD diagnosis, approximately 75% are female and 88% have 
experienced abuse, 70% of which was sexual abuse (Castillo, 2000, in Shaw & Proctor, 2005). 
Shaw and Proctor (2005) argue that this diagnosis distracts from the distress experienced by 
survivors of sexual abuse and that it pathologises survivors for their understandable responses 
to abuse. Shaw and Proctor (2004) suggest the BPD label is used to ‘exclude women whose 
feelings and behaviours do not meet the standards of “normality” and “acceptability”’ (p.9). 
For example, anger in females can be deemed to be expressed too strongly externally or 
internally (through self-harm), and thus diagnosed as ‘inappropriate’. Dobo (1997, in 
Walker, 2004) suggests 80% of people with a diagnosis of BPD have self-harmed. Johnstone
(1997) points to the circular argument surrounding self-harm: ‘Why does this woman cut 
herself? Because she has [BPD]. How do you know she has [BPD]? Because she cuts 
herself (p.422). This highlights the role self-harm appears to play in receiving and 
maintaining a diagnosis of BPD.
BPD is also a diagnosis that often appears to be given to people whom teams find difficult to 
treat (NIMHE, 2003). BPD is referred to as ‘Bullshit Psychiatric Diagnosis’ in a special 
edition of Asylum (2004) by Women at the Margins, a group of service users and workers 
who raise awareness and campaign around the diagnosis of BPD, highlighting the 
controversy and discomfort with the BPD diagnosis and the criteria it is based upon. Whilst 
some service users find this diagnosis helped in understanding their difficulties (Horton,
2003), Stalker et al. (2005) found service users experienced feelings of stigma, social isolation 
and loneliness following diagnosis and felt it was a ‘static and unalterable condition’ (p.363).
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BPD is now ‘treatable’!
Recently, there have been publications to detract from the view that personality disorders are 
static conditions and that they can be treated. ‘Personality Disorder: No longer a diagnosis of 
exclusion’ (NIMHE, 2003) highlights the need for provision of services for people given this 
diagnosis and outlines various psychotherapeutic treatments, including DBT. The NICE Draft 
Scope guidelines for BPD (NICE, 2006; full guidelines due for publication in 2008) 
recommend that treatment includes psychological therapies. The Cochrane review of 
psychological therapies for BPD (Binks et a l, 2006) found DBT and psychoanalytic day- 
hospital therapy were helpful but results are limited by small sample sizes.
DBT
DBT was developed by Linehan (1993) following her observations that existing treatments 
did not appear to be effective and that ‘parasuicide’ had largely been ignored as a target of 
treatment, despite its high prevalence amongst people given a diagnosis of BPD. Such 
individuals are thought to experience ‘behavioural, emotional and cognitive instability and 
dysregulation’ (Linehan, 1993, p.l 1). As outlined by Feigenbaum (2007), DBT is based on 
two assumptions: (i) people with a diagnosis of BPD lack self-regulation skills and (ii) 
personal and environmental factors may prevent the use of behavioural skills or reinforce 
dysfunctional behaviour. DBT highlights the pivotal role of emotion dysregulation in the 
difficulties experienced by people given a diagnosis of BPD. DBT sets out to identify, accept 
and alter emotional responses and to enable people to learn new skills that can be applied and 
generalised across contexts. Linehan (1993) highlights the importance of the therapeutic 
relationship and emphasises the need to balance acceptance and validation of experiences and 
behaviour as they are in the moment with a need for change.
Theory
DBT draws upon a number of influences alongside standard cognitive and behavioural 
therapies, such as Eastern spirituality and psychodynamic ideas. However, the main theories 
underpinning DBT are the biosocial theory and dialectics.
Dialectics
Dialectics views reality as being based within a system, suggesting that identity is relational. 
Linehan (1993) proposes this is pertinent due to the gender bias in people given the diagnosis 
of BPD and society’s role in deciding what constitutes ‘appropriate’ interpersonal boundaries 
and behaviours for men and women. This is specific to Western culture and highly subjective.
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Linehan also comments on the principle of polarity: reality is based on opposing forces, thesis 
and antithesis, and when integrated, through synthesis, a new set of opposing forces is created. 
She proposes that for people given a diagnosis of BPD these polarities create great tensions 
which individuals are unable to integrate, causing distress. Linehan explains ‘...within 
dysfunction there is also function; that within distortion there is accuracy; and that within 
destruction one can find construction’ (p.32). This supports the idea of acceptance and change 
of behaviours and that the tension of these polarities creates a desire and ability to change. 
Linehan postulates this polarity and rigidity in thinking, in addition to difficulties with a 
notion of self and identity, arises from a dysfunction of the emotion regulation system. This is 
understood to stem from biological, environmental and social interactions and forms the basis 
of the biosocial theory.
Biosocial Theory
The biosocial theory suggests that BPD results from an emotionally vulnerable child growing 
up in an environment that invalidates their personal experiences (Linehan, 1993). A child 
may have heightened emotional responses as a result of a biological predisposition or from 
experiences such as abuse or neglect. Furthermore, invalidating environments contribute to 
the development of emotion dysregulation; through failure to teach the child how to 
acknowledge and regulate arousal, how to manage distress and how to trust one’s own 
responses, the person grows up to be unable to validate their experiences and looks to others 
to understand reality. The adult also experiences shame in response to societal expectations 
that emotional vulnerability is undesirable and inappropriate. Linehan suggests these 
experiences influence development such that the adult develops unrealistic goals and 
experiences self hate when unable to achieve goals.
It is also proposed that people with a diagnosis of BPD also respond to emotional stimuli with 
greater arousal, intensity and speed, resulting in increased cognitive and behavioural 
dysregulation (Feigenbaum, 2007). Linehan (1993) proposes individuals experience problem 
solving difficulties, reduced abilities to draw on memories of previous coping strategies and 
less insight into the potential consequences of behaviours and may act impulsively to reduce 
their distress, for example through self-harm.
Assessment and Treatment
The DBT model sees self-harm and other ‘difficult’ behaviours as both a result of 
experiencing emotional distress and as a way of coping with such distress. This moves away 
from the view of such behaviours being manipulative and Linehan notes that the receipt of
Volume One: Academic dossier
Adult mental health essay
12
help may not necessarily have been the intention of the individual. Linehan’s model of DBT 
is therefore concerned with the recognition, acceptance and moderation of emotional 
responses to reduce these behaviours (Feigenbaum, 2007) alongside learning interpersonal, 
distress-tolerance and mindfulness skills. The process of assessment and treatment in DBT is 
detailed and lengthy; I will outline the key concepts, with particular reference to those 
associated with self-harm.
Assessment
A  person must have a diagnosis of BPD or be given a structured diagnostic interview. Swales 
et al. (2000) highlights how Linehan does not ‘believe’ in diagnosis per se but that she uses it 
in DBT to summarise a pattern of behaviours and uses it because it is effective. However, I 
think through using diagnosis, DBT validates the current understanding and use of the BPD 
diagnosis and thus perpetuates its use. Assessment involves gaining an outline of the 
behaviours of the individual, which are defined in terms of being ‘good’ or ‘bad’, with the 
goal of stopping the ‘bad’ and increasing the ‘good’ behaviours (Linehan, 1993). I believe 
this deflects from the reasons behind the behaviours and what they mean to the individuals, 
particularly where self-harm is deemed a ‘bad’ behaviour that must be stopped. There is a set 
hierarchy of behaviours to be reduced in DBT, with ‘parasuicide’ as the first priority, and the 
individual must agree to adhere to this.
Treatment
DBT is a manualised treatment that aims to increase the individual’s ability to regulate the self 
(Feigenbaum, 2007). Adherence to the order and modalities of this treatment is stressed by 
Linehan for effective treatment. Swales et al. (2000) highlight the five functions of DBT to 
achieve the ability of self-regulation: enhancing client capabilities, enhancing client 
motivation, ensuring generalisation, structuring the environment and enhancing therapist 
capabilities. To ensure these functions are met, four treatment modalities are proposed by 
Linehan. Individuals receive weekly individual therapy that is designed to enhance the 
client’s capability and motivation through the use of dialectics. Individuals also attend a 
weekly skills training group to develop new capabilities within a psycho-educational 
framework. Brief telephone consultations between therapy sessions are used to help the 
service user increase generalisation of skills and to manage their distress with ‘appropriate’ 
behaviours. As such, service users are not allowed to telephone within 24 hours of self-harm 
which I feel is very punitive. The final mode of treatment is consultation meetings for the 
DBT therapist and team. These are opportunities to address the stress and difficulties of the 
work and to enable the therapist to maintain a non-pejorative view.
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There are five stages of therapy in DBT. In the Pre-Commitment stage, the treatment model 
is explained and the service user must agree to work on reducing self-harm, work on 
interpersonal difficulties that may interfere with therapy and to work on developing new skills 
(Linehan, 1993). Stage One primarily focuses on decreasing ‘parasuicide’, which 
encompasses both suicide attempts and self-harm, and decreasing therapy-interfering 
behaviours, such as non-compliance with addressing therapeutic goals. Once these types of 
behaviours have ceased, other behaviours that impact on quality of life are addressed, such as 
substance misuse. Stage Two seeks to address the underlying distress through a reduction of 
post-traumatic stress disorder symptoms and increasing the individual’s ability to experience, 
tolerate and manage a full range of emotions. The premise here is that Stage One must be 
completed in order for the individual to be able to use such skills to tolerate the distress 
explored in stage two. If there is a resurge of ‘parasuicide’ or therapy-interfering behaviours, 
therapy returns to stage one again. Stage Three aims to develop greater self respect and 
problem-solving skills. Linehan (1999, cited in Feigenbaum, 2007) proposes a fourth stage of 
looking towards a resolution to existential issues. There is less information about stage three 
and four but Linehan suggests that such skills need not be restricted to the confines of DBT 
therapy, although it is unclear as to when this happens and with whom.
Core strategies of problem solving and validation, and dialectical strategies are pivotal in 
DBT. Problem solving focuses primarily on behavioural chain analysis, looking at the 
context, triggers and consequences of a behaviour, from which solution analyses are created 
and practiced. Validation strategies balance the change strategies and strengthen the 
therapeutic relationship as well as encouraging the service user to validate their own 
experiences and emotions. Using these two strategies, the dialectical strategy is employed to 
strike a balance between acceptance and change and to achieve a shared synthesis with the 
service user. Additional strategies focus more on interpersonal skills and how the service user 
interacts with their social network.
I find the approach has many positive features, such as understanding behaviours in the 
context in which people live and the move away from blaming the person. However, I remain 
unclear about how some of this translates into practice. Linehan (1993) acknowledges in the 
theory behind DBT the traumatic experiences many people given a diagnosis have faced and 
yet the application of DBT reinforces the belief that the individual is at fault and needs to 
Team’ new skills; there seems to be little acknowledgement in practice of the more systemic 
nature of the person’s difficulties, with the onus for change on the individual concerned.
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Evidence Base for DBT
For the purpose of this essay, I will focus on research on the standardised DBT programme, as 
outlined above, although I am aware of more recent adaptations to the standardised 
programme.
The research to date has primarily focused on females who have received DBT for 
approximately 12 months, which often only encompasses stage one of treatment. Thus, the 
underlying distress may not have been addressed and it is possible that in later years following 
difficult times that trigger such unresolved distress, the positive benefits of DBT may be less 
apparent. When considering the literature, it is important to note the measures used to assess 
outcome. As outlined in the British Psychological Society report ‘Understanding Personality 
Disorder’ (2006), the variety of outcome measures used are often focused on self-harm, 
depression, hopelessness and anger which are not measures of change in PD status; therefore 
are these measures of effectiveness? The diagnosis of BPD is often given to people who self- 
harm; if self-harm stops and treatment is deemed effective, do they no longer warrant a 
diagnosis of BPD and is the distress that has resulted in the adaptive self-harming behaviour 
actually addressed?
Randomised Controlled Trials (RCTs)
To my knowledge there have been four main RCTs on DBT for BPD, three of which 
compared DBT with treatment as usual (TAU) and one that compared DBT with community 
treatment by experts (Linehan et a l, 2006). Three of these found a reduction in the fi*equency 
and severity of parasuicide and lower attrition rates in those receiving DBT (Linehan et al, 
1991; Linehan et a l, 2006; Verheul et a l, 2003). Koons et a l  (2001) did not find this 
reduction, possibly because people were not required to have recently engaged in parasuicide. 
The TAU group were also offered fi*ee therapy which may have enabled more people to 
continue with therapy and thus accounted for no difference in attrition rates. The authors 
found the DBT group changed significantly more than the TAU group on measures of suicidal 
ideation, hopelessness, depression and anger expression, perhaps due to a different main focus 
in therapy due to people not having recently engaged in parasuicide and therefore this not 
being the primary focus of therapy. However, Linehan et ût/. (1991) and Verheul et a l  (2003) 
found no significant difference on measures of depression, hopelessness and suicide ideation 
between the two groups, although there was some improvement of these for both groups. 
Verheul et a l (2003) found that the reduction in parasuicide behaviours was more pronounced 
in those who had recently engaged in such behaviours. Follow-up studies for both these
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papers (Linehan et a l, 1993; Van den Bosch et a l,  2005) found that many improvements 
were maintained over time, although Van den Bosch et a l suggest the difference in reduced 
‘parasuicide’ behaviours may become non-significant over time without any further treatment.
It is important to consider the use of RCTs in determining effectiveness of a treatment; whilst 
they provide a strong evidence base for specific psychotherapies to treat specific populations, 
there are inherent issues of ecological validity which may limit the generalisability of such 
therapies and they preclude possible effective therapies which do not lend themselves to the 
types of controlled experimental design required for RCTs. As suggested, the above studies 
were limited by the inclusion criteria which may impact on the generalisability of these 
findings. An important point to consider is that the research has focused on females in 
Western cultures, yet 25% of the people given this diagnosis are males. It is possible males or 
people from different cultures differ in their needs from those people the research has focused 
on.
Attrition rates in Linehan et a l ’s (1991) study may have been higher in the TAU group 
because they had to pay for treatment, therefore some may not have been receiving any 
therapy and those that did may not have been able to afford regular or continuous therapy. 
Although affect measures demonstrated some effectiveness following DBT, so did those in 
the TAU groups suggesting that it could be about sustained therapeutic contact or the 
therapeutic relationship. There were a number of individuals who dropped out of each study 
from both groups. It would be particularly interesting to understand the reasons behind such 
drop-outs, particularly those from the DBT groups. In addition, DBT studies have largely 
focused on the reduction of self-harm as opposed to the reduction of distress and ability to 
regulate emotions, which is seen by Linehan as the largest contributing factor to the 
development of BPD. DBT requires individuals to ‘improve’ to be able to stay in treatment; if 
reducing self-harm is not the priority for some service users, they may not be allowed or not 
wish to continue with treatment.
Other studies o f  DBT
There have been a number of studies looking at the effectiveness of DBT and a growth in the 
different types of populations it has been applied to, such as co-morbid disorders and forensic 
settings, as identified in Feigenbaum (2007). Scheel (2000) also provides a comprehensive 
review of the research on DBT. She reviews a variety of DBT studies with the conclusion 
that DBT is associated with reduced ‘parasuicide’ behaviour, inpatient bed days, anger and 
medication usage and increased client retention, overall level of functioning, social adjustment
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and employment performance. However, ‘DBT has not been differentially associated with 
improved depression, hopelessness, survival and coping beliefs, suicidal ideation [and] overall 
life satisfaction’ (p.76).
It appears DBT does demonstrate an ability to reduce ‘parasuicide’ behaviours and thus may 
be viewed by some as an effective treatment for people with high rates of ‘parasuicide’ 
behaviours. However, these measures used are not directly related to BPD ‘symptoms’ and I 
firmly believe that self-harm is not always an act of suicide intent and is more about an 
adaptive coping mechanism to manage distress. What happens to individuals who primarily 
want to address their distress and are using self-harm as an adaptive coping strategy; are they 
precluded from receiving DBT because they do not wish to focus on reducing self-harm and 
what happens to those who are unable to stop their self-harm? I am more interested in 
achieving a reduction in distress, depression and hopelessness than in prioritising a reduction 
of self-harm. Most studies focused on up to one year of treatment, during which time stage 
one and possibly stage two may have been reached. In thinking about longer-lasting effects of 
DBT, I would question whether if the underlying distress has not been adequately addressed 
and there is no further input to maintain the skills ‘taught’ in DBT, self-harm is resumed as a 
way of coping with the distress, as reflected by Van den Bosch et al. (2005).
Perspectives on DBT
DBT has fast become a popular treatment for BPD (Feigenbaum, 2007). The questions of 
interest are: How helpful is DBT is for service users? What do service users want? How are 
these needs addressed by service providers in the UK?
Service User Perspectives
There is a dearth of published research on service user perspectives of DBT. I will focus on 
two main studies. Perseius et al. (2003) looked at 10 patients’ and four therapists’ perceptions 
of DBT for people given a diagnosis of BPD in Sweden. They found all participants 
supported the notion that DBT ‘saves lives’ and has given people the skills to handle self- 
harm impulses and problematic situations ‘more constructively’. The service users 
commented that DBT had decreased their symptoms of anxiety and depression, contrary to 
previous studies’ findings, although there was no actual measure of this in this study. Caution 
must be given to such results due to possible recruitment selection bias and because 
individuals were mainly asked about positive reactions to treatment with negative reactions 
not being asked about directly. Interviews occurred at the DBT premises which may have 
influenced responses due to a need to look favourably upon DBT in case it impacted on their
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continuation of therapy. Service users involved had been in DBT for at least 12 months; 
again, it would be interesting to look at those who had dropped out of therapy before 12 
months and the reasons for their decision.
Hodgetts et a l (2007) explored the experiences of five clients given a diagnosis of BPD who 
received stage one of DBT in the UK. Three superordinate themes were identified: joining a 
DBT programme, experience of DBT and evaluation of DBT. Comments were made about 
the limitations of choice of therapy and mixed expectations of therapy; some hopeful and 
some disbelief. People’s experiences of DBT were also mixed; some participants found the 
structure and combinations of therapy a positive experience whereas others found it more 
challenging. One person left the DBT programme prematurely as she felt unable to engage 
and had experienced a lack of further support from the crisis team who implied that because 
she was receiving DBT, they would not help. When structuring teams and organisations 
within the NHS, it is important to consider the care pathways when using DBT. All 
participants identified the need for commitment from the individual. In evaluating DBT, 
individuals felt there had been changes in their lives, though they were unsure whether this 
was related to receiving DBT.
There is the risk that where the research is scant, therapies that have been shown to be 
effective in RCTs become treatments of choice; it is crucial to consider how ‘effectiveness’ is 
defined and what the priorities of the person with a diagnosis of BPD are. If people want to 
primarily address their self-harm, DBT may be beneficial. However, if an individual 
primarily wants to address the underlying distress and views self-harm as an adaptive coping 
mechanism, it is likely that DBT in its current form would be less helpful. Hodgetts et al. 
(2007) commented how ‘self-harm had been removed as a way of managing distress yet at 
times it feels that the participant is unable to draw on alternative strategies’ (p. 175) and that 
stage one did not address the issues that needed exploring and working through. The authors 
raise the interesting tension about how flexible psychotherapeutic approaches need to be in 
response to individual needs, rather than being driven by diagnosis. DBT is a very structured 
and manualised approach and thus does not readily lend itself to such flexibility. Thornton
(1998) wrote about her experiences of DBT following being given a diagnosis of BPD, 
explaining how she valued the structure the DBT programme gave her. However, for many 
service users this may be less helpful. In line with previous arguments made about the use of 
diagnosis for people who are deemed ‘difficult’ or who self-harm, is this treatment therefore 
helpful for the service user if it is not flexible in identifying priorities or effectively reducing 
the distress experienced by individuals?
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There has recently been a growing movement towards harm minimisation. Here, self-harm is 
viewed as an adaptive coping strategy to survive unbearable distress (Pembroke, 2006a). 
Pembroke has pioneered the use of harm minimisation to encourage acceptance of the need to 
self-harm until survival is possible by alternative means and recognising the need to maximise 
safety and minimise the risks. Pembroke is keen for harm minimisation not to be viewed as a 
cure-all but that it should be one important approach when working with people experiencing 
distress.
Some professionals may find harm minimisation a difficult concept as it can be painful and 
difficult to witness the results of self-harm and they may have concerns about the risk 
involved. Contrary to popular belief, self-harm has been negatively correlated with suicide 
(Kroll, 1993, cited in Walker, 2004) suggesting that self-harm may in fact help people 
survive. Pembroke (2006b) suggests a move away from seeing total cessation of self-harm as 
a definition of progress to a view that progress can be measured by taking better care and 
reducing the damage.
DBT takes the stance of the need to stop ‘parasuicide’ behaviours before any work is done on 
exploring the underlying distress. As previously mentioned, DBT contracts require 
‘improvement’ to be made in order for therapy to continue. If improvement is seen solely in 
terms of reducing/ceasing self-harm, people who still use self-harm as a coping strategy but 
have made progress in other areas would be excluded from continuing therapy. Although 
Linehan advocates that DBT is not appropriate for people for whom stopping self-harm is not 
their primary goal, due to limited treatment availability and the increasing popularity of DBT, 
people may receive little choice and it precludes some of the more helpful aspects of DBT 
from being utilised.
Service Provider Perspectives
The NHS has a heavy demand on resources and people with a diagnosis of BPD are often seen 
to be demanding on both physical and mental health services (NIHME, 2006). Therefore, 
reducing suicide, self-harm and inpatient hospital admissions may be seen as priorities for 
service providers. Since DBT studies have shown efficacy in these areas, service providers 
may view DBT more favourably. However, it must be considered that the treatment model 
outlined by Linehan is relatively labour intensive and this may conflict with organisational 
directives, particularly when compared with standard 12-16 sessions of Cognitive Behavioural 
Therapy. Despite this, Hodgetts et al. (2007) comment how DBT has been readily accepted 
as a treatment for BPD in the UK.
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Conclusion
The controversy around using and receiving a diagnosis of BPD is rife and may be seen as 
damaging to service users. Linehan uses the diagnosis to summarise behaviours so that 
treatments can be developed. As such, research on DBT has demonstrated some treatment 
effectiveness in reducing its identified target behaviour of self-harm for people given a 
diagnosis of BPD. It draws upon a wide range of models and provides a highly structured 
manualised treatment. However, there is currently little room for flexibility and the first 
priority of DBT remains reducing and ceasing self-harm. For many people, self-harm is an 
adaptive coping mechanism to manage the extreme distress they experience. As such, it is not 
a priority of theirs to reduce self-harming until the distress has been addressed and is more 
manageable. What is important is to lessen the damage and harm minimisation approaches set 
out to address this difficult issue. It is important that services provide a service that addresses 
service users’ wants and needs. For some people, DBT may be helpful and appropriate. For 
many given a diagnosis of BPD because they self-harm, standardised DBT may be less 
helpful. As such, there needs to be choice and flexibility for individuals, particularly given 
the explicit directives of DBT to prioritise reducing self-harm behaviours. In addition, studies 
have focused on one year of DBT and it is important to consider what happens after this. 
Further research into the various current treatments available should be performed, with a 
particular focus on those people who discontinue treatment and their reasons for this. If there 
are limited options and a disparity between the priorities of the treatment available and those 
of the service user, it is important to look at ways of being more flexible and innovative so 
that the service user is empowered to make sense of their distress and find appropriate and 
helpful ways of managing and resolving this.
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Introduction
The past thirty years have seen a radical shift in the health system in the UK, particularly the 
mental health system. The move away from institutionalised care to care in the community, 
along with a more consumerist attitude towards healthcare has given rise to the people who 
are accessing services as having, in theory at least, a greater say and choice in their treatment 
(Campbell, 2000). Historically, the prevalence of ‘paternalism’ with professionals deciding 
what is in the service users^ best interest was the approach adopted in the mental health 
service (Crawford, 2001). Such an approach was considered appropriate due to the 
professionals’ extensive training and the notion of service users being unable to make such 
decisions due to their ‘illness’ (Speed, 2006). This has been challenged through the User 
Movement, a body of service users advocating for greater autonomy, with service users 
having more say (Davidson et a l, 1997, cited in Roe & Davidson, 2005). The User 
Movement has given rise to service user involvement to give greater value to and use of 
service users’ knowledge and experiences (Tait & Lester, 2005). Service user involvement is 
now well-documented in government and NHS policies. The question has moved from do we 
involve service users to how do we involve service users (Crawford, 2001). A principle aim 
of such involvement is the empowerment of service users. However, it appears that such 
involvement is subject to interpretation and that where it does exist, it may not be perceived 
by those involved to be empowering or meaningful. Of importance here is “has the 
involvement of service users actually maintained the power imbalance?”
Stickley (2006) claims that service user involvement perpetuates the power imbalance through 
implying that service users can be given power by professionals and by maintaining the 
dominant discourse of the mental health system, thereby giving credence to the medical 
model. Instead of empowerment, he proposes the aim of emancipation, through service users 
acting as agents of change, which he suggests will truly give the service user a voice and 
power to make changes.
Critical realism states it is through understanding the causal mechanisms of what occurs that 
helps to bring about change, thus it is important to understand the dominant theories of power 
to understand empowerment. Following this, I will focus on what user involvement means, 
how it is experienced and what challenges arise from this to understand further how 
involvement attempts to ‘empower’ service users but may be maintaining the existing power 
imbalances. This will be followed with consideration of Stickley’s (2006) alternative
’ I will refer to people who access mental health services as ‘service users’ for ease of clarity but 
attribute no other meaning to this term.
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proposal of emancipatory approaches. Through consideration of these two approaches, I hope 
to highlight the ways in which such policies and strategies have sought to address the power 
imbalance with a view to informing future ‘service user involvement’.
My selection of this essay was influenced by my own experiences of being a mental health 
professional and a service user. This has raised some interesting dilemmas for me during my 
clinical practice and through reviewing the literature, in recognising the value of service user 
and professional views. I will reflect upon such experiences in this essay. I am mindful that I 
have adopted my own view that the power imbalance is undesirable. It is possible that some 
service users prefer professionals to take this position of power. However, here I will make 
the assumption that there are a greater number of service users who wish to have more of a 
voice and therefore wish for the power imbalance to be reduced, as supported by the User 
Movement.
Of note, literature on the specific involvement of carers was not identified, from both the 
carers’ and professionals’ perspectives, perhaps highlighting the reduced value given to 
carers’ views and reflecting their perceived reduced importance and power. Furthermore, 
there was little research on less-represented groups, such as different cultures, people from 
ethnic minorities and people with learning disabilities. These are areas that clearly warrant 
further research to inform better services.
Social construction of ‘service users’
When considering the construct of power and how this is experienced by those in a position of 
power and those on the receiving end of such power, it is important to examine other factors 
that contribute to this. Language is one such factor. In line with the changes within the 
mental health service, there has been an ongoing change in the labels given to people. 
Traditionally, people in receipt of services within the mental health system were referred to as 
patients. This undoubtedly imbues the professional with power, whereby they are responsible 
for giving the ‘patient’ treatment and ‘making the person better’. In an attempt to address this 
perception, the User Movement initiated changes in the ways in which people accessing such 
services were viewed and referred to. As such, a number of different labels have been used, 
including service users, survivors, consumers and clients (Connor & Wilson, 2006).
Epston (1999) refers to people who have experienced anorexia nervosa or bulimia nervosa as 
‘insiders.’ He later explained that this notion encompasses anyone that has suffered with any 
kind of mental health distress, believing the term ‘insider’ to be “more respect-worthy and
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indicates that they have privileged knowledge from the ‘inside’ of that experience” (personal 
communication, 7* November 2008). In contrast to the aforementioned labels, the notion of 
insiders implies knowledge and thus power for the people who have experienced distress, 
although it could be seen to perpetuate the dichotomy between the ‘well’ and the ‘ill’. 
Furthermore, it accounts not only for those accessing services but those who have made use of 
resources outside of the mental health system to facilitate a more meaningful life experience.
It is easy when considering service user involvement to draw only upon the experiences of 
those who have been through the mental health system. This in itself attributes a sense of 
power to the mental health system and perhaps misses the richness of resources available that 
have been used by others to instrument changes. Such resources could be drawn upon for the 
development of existing mental health services.
Power and empowerment
The notion of empowerment with regards to mental health has become ever-increasingly 
popular. However, much of the literature refers to the political use of such terminology and 
points towards a lack of a clear definition (for example Chamberlin, 1997). Chamberlin 
attempts to provide a comprehensive definition of empowerment, which encompasses factors 
such as the power to make choices, access to information, assertiveness and self-esteem. 
Stickley (2006) further points out that empowerment is “defined within the existing 
hierarchies of power inherent within the psychiatric system” and how empowerment assumes 
that one can ‘give’ power to another (p574).
As reflected by Masterson and Owen (2006), the discussion and action of empowerment 
requires an understanding of power. There are numerous theories of power but these authors, 
amongst others, outline three main theories: those of Weber (1947, cf. Sadan, 2004), Lukes 
(1974) and Foucault (1972, cf. Faubion, 1994). Such theories of power can be used to 
understand power and thus have a greater understanding of empowerment, identify how 
attempts to ‘empower’ service users have been achieved or failed and to examine possibilities 
for the future to promote better mental health services to meet service users’ wants and needs.
Weber (1947, cf. Masterson & Owen, 2006) defines power as a ‘constant sum’, that there is a 
fixed amount of power and someone who holds power does so at the loss of someone else’s 
power. Therefore, if we assume that professionals hold this power, their power will be 
reduced if they ‘give’ some power to service users. As will be discussed later, this 
conceptualisation of power can result in difficulties for professionals who may feel 
uncomfortable about ‘losing’ some of their power (Kumar, 2000). Weber’s theory creates
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difficulties in understanding power because it locates power purely within individuals, 
neglecting external powers and those that may be less explicit.
Lukes (1974) theory of power incorporates three dimensions: the first dimension refers to that 
which is observed behaviour. The second dimension refers to power that is more covert, 
power that operates through behaviours or decisions not being expressed, thus covertly 
limiting the options available, for example withholding options available to service users. The 
third dimension refers to power operated through the roles and identities held by people and 
groups, in this case professionals and the mental health system. It is the interplay of the three 
dimensions that help perpetuate existing power imbalances in the use of service user 
involvement in planning and development of services.
Masterson & Owen (2006) describe Foucault’s social constructionist view of power. In 
contrast to Weber’s theory in which power is located within the individual, Foucault suggests 
that power is located largely in external influences. He proposes that power within a system is 
exerted through the discourse by the use of language and knowledge. Thus, where 
professionals have acquired a particular knowledge through training and being a part of the 
mental health system, the subsequent discourse can hold their power in this context over 
service users and carers who may be excluded from such discourses due to the lack of 
knowledge and language. Stickley (2006) further describes how additional power is 
maintained through the dominant discourses of psychiatry whereby the voices of competing 
discourses are not heard or minimised, particularly when the language is not known by all. 
Where the medical model is dominant, there is a dichotomy between being ‘ill’ and ‘well’ and 
this does not lend itself to hearing the voices of the ‘ill’ and alternative conceptualisations of 
their distress. This can also be considered in the context of Foucault’s ideas on the use of 
language (1972, cf. Faubion, 1994). As previously mentioned the language used to denote 
someone who has experienced distress and accessed services can influence the location of 
power, for example patient tends to evoke an image of powerlessness whereas ‘insider’ 
implies the power is located within that person.
These three contending theories of power give perspectives on how and why power 
imbalances arise and exist. It is pertinent to consider these theories in the context of service 
user involvement, to examine and understand how this is working and, where it is not, what 
underlying factors may be influencing this. Service user involvement was set up to empower 
service users. However, it is the very notion of empowerment that Stickley (2006) argues 
perpetuates the position of power held by the mental health services. Drawing upon the
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themes of these three theories, Stickley proposes that in assuming one can give another power 
and through the decisions made and positions taken by professionals, using knowledge and 
language, the mental health services will continue to hold the power. Considering the 
inherent power dynamics between mental health services and service users and carers, is it 
possible for service user involvement to result in empowerment that does bring about 
meaningful change and addresses the power imbalance?
Service user involvement
Despite service user involvement being a key priority in many of the recent government 
directives and initiatives (for example The NHS Plan, 2000, and the National Service 
Framework for Mental Health (NSF-MH), 1999), it was interesting to note there were no clear 
definitions of what this actually means. In addition, although policies include such directives 
for service user involvement, evidence suggest that there was little consultation and emphasis 
placed on service users or carers views in the creation of these policies (e.g. Trivedi, 2001). 
Perhaps many of the differences in opinions about service user involvement and the resultant 
power imbalances stem from such confusion about the precise nature of service user 
involvement (Bowl, 1996). Furthermore, of importance here is how is change and/or 
satisfaction with such involvement measured? Roe and Davidson (2005) reflect upon how 
only service users can determine whether their involvement has been meaningful. However, 
whilst I agree that service users’ and carers’ experiences are a necessary measure of service 
user involvement success, I would argue that the experiences of professionals are also an 
important determinant of the success of service user involvement. For without recognition of 
the success of such involvement from the professionals involved, it is unlikely to be continued 
or may even be disregarded which will ultimately discredit the success of such involvement. 
As will be detailed further on, what appears to be the key point in addressing the power 
imbalance is to hold views and experiences of both service users and carers and service 
providers with importance.
Peck et al. (2002) devised a matrix to encompass various levels and conceptions of user 
involvement (table I).
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Table 1 : Matrix of service user involvement (Peck et a l, 2002)
Recipient of 
communication
Subject of 
consultation
Agent of control
Interaction between 
service users
Interaction between 
individual users and 
professionals 
working with them
Management of local 
services
Planning of overall 
services
The authors suggested that activity should occur across all cells to demonstrate commitment 
to empowerment through offering a range of engagement for service users. Of note, in the 
project examined by the authors, there were no examples of user involvement where the 
service users were the agent of control beyond the first level of interaction (between service 
users), suggesting that the power was still located within the mental health service. In 
addition, even when there were examples of service user involvement, this was not necessarily 
experienced by both the service users and the professionals as empowering.
Thus, the act of involving service users at various stages and levels of service development, 
design, planning and implementation does not necessarily equate to empowering service users 
or reducing the power imbalance that exists between service users and mental health services. 
Drawing upon my own professional experience, I have witnessed this firsthand. I was 
involved in a research project to evaluate a group for people with a diagnosis of OCD. It was 
proposed to me by the professionals involved that this group was a collaborative venture 
between professionals and service users whereby both had equally important roles in the 
development and implementation of the group. However, through the process of interviewing 
the professionals and service users, it became apparent that the service users did not have an 
equal position. In part this was not wanted by some of the service users, who wanted the 
professionals to hold responsibility, but it was also clear that the service users were unaware 
of decisions made about the group by the professionals without consultation, akin to Lukes
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(1974) ideas about the second dimension of power. Therefore, the professionals were still in a 
position of power and were perpetuating this through their actions. This was not totally 
against the service users wishes, but I felt uncomfortable with some of the ideas that were not 
even presented to the service users, which I believe were withheld because the professionals 
viewed that they best knew what was right for the group. Thus, even in a ‘collaborative’ 
venture, the professional discourse was being maintained by their actions. This was not 
uncommon in my review of the literature.
Experiences and challenges of service user involvement
There have been a number of studies looking into the experiences and challenges to service 
user involvement, from the service user perspectives and various professional groups and the 
mental health service. Whilst there are examples of where service user involvement has 
resulted in a move towards service users having a louder voice in their treatment and services 
(Peck et a l, 2002), the majority of studies also highlight a number of challenges and barriers 
to user involvement being meaningful and utilised to its potential. It is pertinent to look such 
barriers as these are likely to be impacting upon the experiences of service users and 
potentially contributing to the inherent power imbalance.
Professionals’ perspectives
Summers (2003) provides an overview of the difficulties that can arise from professionals in 
response to service user involvement, including attitudes towards service user involvement, 
stigma, a discrepancy between ideas and the implementation of service user involvement, 
professionals’ poor understanding of the service user role and beliefs about representativeness 
of the service users. She specifically examined the views of psychiatrists and found they held 
a largely scientific and positivist view, and could be divided into one of three groups 
regarding reservations about user involvement: optimists, rationalists and sceptics. Optimists 
respected the equal importance, although sometimes different, perspectives of professionals 
and service users. Rationalists valued service user contributions but felt that professionals 
should have the final word and limit the involvement to certain areas. Sceptics generally 
regarded service user involvement as unnecessary in service development. These categories 
can be mapped onto Peck et aV s  (2002) conceptions of service user involvement and may 
offer some understanding about how the attitudes o f professionals, in this case psychiatrists 
but I suspect not limited to psychiatry, can impede the involvement of service users and 
contribute towards the maintenance of the power imbalance.
Soffe et a l  (2004) explored the views of clinical psychologists in the UK on service user
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involvement. The authors found the majority of respondents believed service user 
involvement in the planning of services would improve the service. However, comments 
were also made about the danger of involvement appearing tokenistic alongside concerns 
about the potential threat to their professional identity and implications for the future of their 
profession. Fitzsimons and Fuller (2002) also discuss anxieties around accountability which 
would be a concern to professionals and a potential barrier to enabling service users to have 
more power when, in the current system, professionals are still likely to be accountable.
These studies’ findings were representative of other studies on professional attitudes on 
service user involvement in that there exist varying levels of support for service user 
involvement as well as offering possible reasons for resistance to such involvement, such as 
the threat to professional identity and autonomy. Considering this in the context of the 
theories of power, concerns about it being tokenistic may result in professionals trying to be 
more inclusive of service users. However, alongside their concern about losing their 
professional status and possibly power, which could represent feeling deskilled and devalued, 
it may result in a retention of Lukes’ (1974) second and third dimensions of power through 
withholding certain information and also keeping hold of certain language.
Service users’ perspectives
Alongside the literature looking at professionals’ views, there have been a growing number of 
studies on service user experiences of user involvement. There have been some positive 
experiences reported by service users. For example. Nelson et al. (2001) looked at three 
community programmes and found that service users felt empowered through meaningful 
participation in the services providing support, and the ability to control and choose which 
services they received. Connor and Wilson (2006) explored the views of service users 
through five focus groups. Their results perhaps mirror the aforementioned studies with 
professionals whereby the service users questioned whether professionals felt threatened by 
service user groups which would reflect a sense of power, or perceived power, of the service 
users and their involvement. In addition, service users commented on their experiences of a 
power imbalance with the professionals, believing psychiatrists to hold the most power and 
concerns about this being a difficult view to change. In line with this, they felt the dominance 
of the medical model but believed that service user involvement should take on a more 
holistic approach. Masterson and Owen (2006) comment on how power is rooted both on an 
individual and social level. To address the empowerment of service users, the authors suggest 
that both levels need to be addressed. Currently, service user involvement is largely focused 
on working with what services people should receive rather than drawing upon resources and 
targeting disempowerment in a social context. Through addressing the more social levels of
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empowerment, such as stigma, as well as the attitudes of professionals, greater empowerment 
and a shift in the balance of power may be achieved.
Addressing the key barriers
The scope of this essay does not allow for all the barriers to be addressed here; therefore I 
have focused on those addressing professionals’ attitudes towards service users and their 
involvement. Service user views are often dismissed or discredited for not be ‘representative’ 
of all service users. As reflected by Crawford (2001), this argument is not unique to service 
users could be applied to the views of professionals too. Training and discussion of such 
views, including the involvement of service users and carers in such training (Faddon et al, 
2005), could allow for greater reflection on people’s resistance to user involvement.
However, training does not guarantee a change in attitude and change can be slow. Therefore 
the other potential barriers also need to be addressed.
Basset et a l (2006) state “if involvement is to be meaningful and integrated, there are a 
number of significant barriers to be overcome” (p394). The authors offer potential strategies 
for overcoming such barriers. Pertinent to the issues mentioned above, they propose 
challenging the view that service users are ill and/or unreliable through highlighting the 
abilities and resources service users have. In particular, they highlight how many 
professionals may also have personal experience of distress but have felt unsafe to disclose 
this within the service. In recent years, ‘personal experience of mental health problems’ has 
been stated as a desirable factor in some NHS trust person specifications for jobs. If such 
people could be more empowered to be open about their experiences, the authors propose it 
would pave the way for others and challenge the view of being ‘ill’ and therefore unable.
An additional barrier to service user involvement, the attitudes that arise and the resultant 
power imbalance centres around payment. The authors refer to the delayed payment of travel 
expenses for service users. However, I believe it there is a greater issue here of payment for 
service user involvement per se. As reflected by Stickley (2006), service user involvement is 
often regarded as being a privileged opportunity for service users and therefore expected on a 
voluntary basis. This lack of payment can be seen to perpetuate the power imbalance by 
placing importance on those who are paid to be there and give an opinion and less importance 
for the ‘unpaid’ service users’ and carers’ views.
These strategies to overcome some of the barriers around attitudes to user involvement may 
result in a more meaningful experience and louder voice for service users. However, it is
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possible that even with the reduction of these barriers, power will still be retained through the 
dominant discourse and, as such, service users may still feel under the power of the mental 
health service.
Stickley and emancipation
Stickley (2006) adopts a critical realist perspective to understand how the dominant discourse 
has arisen and is maintained. Stickley draws upon a number of factors that he believes 
indicate that service user involvement is not bringing about meaningful change for service 
users, for example the risk of such involvement being experienced as tokenistic and the 
argument of representativeness, as referred to above. Furthermore, Stickley argues that the 
discrepancies between NHS and government policies on one hand requiring the involvement 
of service users but on the other neglecting to even mention such involvement, further 
discredit the voice of the service user. As such, he proposes that these factors, alongside the 
idea that empowerment itself is a further source of power owned by the professionals to be 
‘given’ to service users, continue to maintain the power imbalance and not result in 
meaningful change for service users.
Stickley (2006) proposes emancipatory approaches which are based upon action rather than 
involvement and, as such, result in service users having more say in services and challenging 
the dominant discourse of psychiatry through constructing a new alternative discourse. 
Stickley draws upon two approaches to service user involvement described by Beresford 
(2003): consumerism and a democratic approach. Consumerism broadly refers to the role of 
service users in helping to shape existing services and implicitly implies that the ‘consumer’, 
or service user, can elect to make decisions about the treatment they receive (Speed, 2007). 
However, as suggested by Speed, the consumer may have little say in what options are 
available, perhaps through covert withholding of options or through using the status of the 
professional and the language involved.
The democratic approach refers to service users taking action outside of the existing systems. 
Instead of being subject to the priorities and directives of the services, service users can take 
ownership of their own agendas and work towards providing a service to the current mental 
health system. Stickley (2006) highlights how this alone shifts the power from the service to 
the service users in a reversal of roles of who is providing a service to whom. He highlights 
examples of such projects, for example the Service User Research Enterprise (as reviewed by 
Rose, 2003) and Shaping Our Lives (as outlined in Beresford, 2003). These projects, Stickley 
argues, work because they provide a service to the mental health service but are independent
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and therefore determine their own agendas and directives. Through sitting outside of the 
services that perpetuate the dominant discourse, action and change can occur that is genuinely 
meaningful. In this way, Stickley proposes that they address the power imbalance through 
gaining their own power through action, rather than having it given to them by professionals 
or services.
Empowerment or Emancipation? Or both?
Stickley proposes that the power imbalance can only be addressed through emancipatory 
approaches and that involvement, as opposed to action, merely maintains the power held by 
the professionals. Others, for example Basset et al. (2006), suggest that service user 
involvement can bring about meaningful change and can result in a shift in the power 
imbalance when the barriers have been addressed.
As suggested by Peck et al. (2002), there are varying levels of service user involvement and 
levels of agency within these. Perhaps service user involvement as it exists currently will 
only meet some of these targets. However, this does not make it meaningless and may 
indicate a certain amount of power for the service users and carers. Stickley’s proposed 
emancipatory approaches may achieve a greater agency of control for service users and 
possibly a greater shift in the power imbalance. I do not believe it has to be either/or and 
believe that the end goal is the same.
Moreover, the positions taken by many of the authors in these studies appear to perpetuate the 
‘them and us’ culture (as described by May, 2001); upon reading the literature, I felt I was 
being pulled into two polar views: either that service users and carers have no voice at all, are 
not respected but should have control and the ultimate say, or that service users are gaining a 
voice but that this is not always the ideal since professionals have had many years of training 
and practice-based experience which should be valued and respected. Maintenance of the 
‘them and us’ culture may also maintain the power imbalance through adopting a position that 
one should hold power over the other. I felt drawn to the ideas of emancipatory approaches 
but did not believe that this was the only answer and felt this was creating another tension 
rather than attempting to address what already exists. As such, I considered my own 
experiences and what I would like to see in the development and planning of services.
What next?
Service users, carers and professionals ultimately want better services, although their ideas 
about what these would look like and how these could be achieved may be very different.
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There are various proposed routes to achieving this and I propose that all routes are valid and 
do not need to be mutually exclusive. Soffe et al. (2004) comment on a need to move towards 
listening to and engaging in open dialogues between service users and professionals to address 
concerns and tensions around service user involvement. This view was supported by Roe and 
Davidson (2005) who comment on respecting both experiential knowledge, of service users 
and carers, and empirical knowledge, of professionals, and viewing these as complementary 
rather than opposing. In this way, they propose that open conversations will facilitate respect 
for each opinion and can inform future practice for all. Perhaps through a more transparent 
discussion, the issues around threat and power can also be better understood and could result 
in a more meaningful engagement for service users, carers and professionals within existing 
structures, as well as those groups that exist outside of the statutory systems.
Currently, service user involvement is gaining credence and is working to some extent. There 
are difficulties with this but through the understanding these difficulties, further change can be 
made within the existing frameworks as well as from outside agencies, perhaps with greater 
attention brought to carers and more marginalised communities. Furthermore, as a result of 
service user involvement, there has been a shift in the power imbalance from total power of 
the professionals to some power being gained by the service users and carers. This dynamic 
can continue to be addressed, whilst not excluding the value of the experiences of the 
professionals too. The more emancipatory approaches advocated by Stickley (2006) will also 
challenge this imbalance but I believe the two approaches can work alongside one another. I 
believe the important factor to be listening to and respecting everyone’s experiences and to 
draw from these to inform the development and planning of mental health services, with open 
discussions around why decisions are made. Considering my own practice, I would like to 
continue the voice of service users and carers to be heard, at all levels ranging from individual 
therapy to service plaiming and development, as well as those of the professionals, and will 
strive to draw upon my training in holding multiple perspectives to facilitate discussions 
within teams. In this way, I believe that the power imbalance can continue to be reduced in a 
respectful way to bring about meaningful change to the mental health service and people’s 
lives.
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Introduction
The Problem Based Learning (PBL) exercise was entitled ‘The relationship to change.’ Each 
Case Discussion Group (CDG), consisting of 7 trainees, had to produce a presentation on this 
topic. Our CDG decided to look at the relationship of the media in changing attitudes towards 
mental health, with a focus on the Tripartite Model (Triandis, 1971) to explain attitude 
formation and Stages of Change Model (Prochaska and DiClemente, 1984, cited in Sarafino, 
1998) to think about the process of change. I will reflect on the process of change since 
starting the PBL for both myself and the group, and how this is reflective of changes that 
occur in clinical practice, with consideration of these two models. The PBL exercise occurred 
before we started on placement; as such, there are areas that we did not consider or have time 
to cover; for example, the relationship of the mental health service and teams in changing 
attitudes towards mental health, both in the community and within services, and how attitudes 
about mental health influence therapy. I believe these may be important aspects to reflect 
upon here.
The task and group process
Though we were all of similar ages, we had one male in our group and a variety of different 
individual characteristics and experiences, although we all shared apprehensions about 
actually ‘doing’ the presentation. As the group sessions progressed, there were shifts in the 
extent of the contributions made by different group members. Initially, I remained relatively 
quiet and felt quite daunted by the process. As I felt more settled and gained more knowledge 
about the task in hand, I contributed to a far greater extent and felt able to put my point of 
view across. I believe as a group we were very respectful of one another’s needs and that this 
developed as we grew in confidence.
There was a general consensus of the title being very vague. I felt that there was a need 
amongst us to get something done and have something to work on, and we became very task- 
focused. Having watched the other groups’ presentations, I realised that we remained task- 
focused throughout the experience in comparison to other groups who largely reflected on 
their experiences. This may be reflected in therapeutic interventions whereby time constraints 
and limited sessions mean that we become more focused on the task at hand and neglect to 
reflect on the therapeutic process. On reflection, however, our group formed a strong bond at 
an early stage, perhaps drawn together by the safe environment we created to share ideas and 
anxieties and the shared goal of wanting to achieve, and this formed the basis of a positive 
experience of this learning task. As the group evolved and held trust in one another, we felt 
able to hold different opinions and constructively worked through these until a consensus was
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reached. This is something I feel we would not have achieved so successfully at the 
beginning due to a need to be liked and please one another and therefore feeling restrained and 
less willing to share a differing opinion. This may be reflected in clinical practice with clients 
who may initially feel less able to voice ideas or disagreements with our expressed 
understandings of their difficulties but are more able to do so as the relationship develops.
This can be vital when thinking about formulation and highlights the need to reformulate with 
new information.
Of the six formal sessions that we met together for our CDG, three were attended by our 
facilitator. This had an impact on the group dynamics; due to this being our first assignment 
and us being new trainees, there was an inherent need for us to seek reassurance that what we 
were doing was ‘right’ and to gain approval from the facilitator when she joined us. I was 
much quieter when she was present, through anxieties about being evaluated and I noticed as a 
group, we tended to be more restrained and tentative. Part of the role of a clinical 
psychologist may be to facilitate groups, both therapeutically and in other settings such as 
group supervision. The differences that arose in the sessions where we had a facilitator 
compared with those when we did not may also be reflected in other group settings. Whilst 
the power differential cannot be removed and the way in which people interact under different 
circumstances will vary, I have considered how important it is to try to make people feel as 
comfortable as they can in such settings, perhaps through sharing experiences and anxieties, 
where appropriate. This has certainly been a helpful part of my own supervision whereby my 
supervisor has shared her experiences and ‘mistakes’ and I have felt more empowered to talk 
about difficult situations I have faced. However, this is still an area that I need to become 
more comfortable with; accepting that it is neither required nor desirable to know everything 
or to get everything right.
As a group, we worked productively on the task in hand, setting homework tasks for each of 
us and to then share these with the group at the beginning of each meeting. This is highly 
reflective of a CBT framework whereby we were very directive and focused on achieving the 
goal of getting our presentation written. Through my clinical practice, I have seen how using 
CBT can ‘fit’ very well with what some clients want, in terms of them having identified the 
areas they want to change and wanting practical techniques and homework tasks to enable 
them to do this. However, there have been other clients I have worked with for whom I have 
been unsure that a CBT approach was best suited to their needs. One client in particular 
brought with him each week complex family difficulties. Working within a CBT focused 
team, I felt constrained to keep to a CBT approach but following supervision and a subsequent
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consultation with family therapy, alongside the CBT we addressed relational difficulties and 
this appeared to bring about change within his system that constituted a shift in his depression. 
Thinking about how we approached our PBL task, I wonder if we neglected a more holistic 
approach and in our focus on getting the task done, we missed opportunities to learn from the 
process and engage with the relationships that were forming and changing. In subsequent 
CDGs, we have reflected more upon how we have formed and developed as a group but it is 
perhaps an area we need to remain mindful of due to our apparent need to still remain more 
task-focused.
Models of change
Our group decided to look at two models relating to our chosen focus of ‘the relationship of 
the media in changing attitudes towards mental health.’ The stages of change model 
(Procheska and DiClemente, 1992) proposes five stages of change: pre-contemplation, 
contemplation, preparation, action and maintenance, with relapse also being a feature of the 
change process. In the service where I am on placement, people are required to be motivated 
to engage and change, and are thus usually at the contemplation or preparation stage. I was 
struck by the contrast of these clients and the clients I spent time with when working two 
shifts on an acute ward as part of my induction. Here, many of the clients were less aware of 
having difficulties or not wanting to make any changes. I reflected on how different therapy 
might be with clients at different stages and how different techniques may be employed, such 
as motivational interviewing, at earlier stages. However, I also considered for whom there 
was a ‘problem’ and whether if the client is not at risk to themselves or others and not in 
distress, should society’s representation of ‘normal’ mean that such clients are forced to 
change? In addition, it is important to consider what constitutes significant change. Through 
working with a client who checks obsessively, I have found that my expectations were 
different to hers and that she has achieved a reduction in checking that is sufficient for her. 
This enabled me to consider my own attitudes and beliefs about the distress people experience 
and how important it is to fully listen to clients and what their goals are.
We also looked at the Tripartite model which looks at attitudes and how these are influenced 
and changed. It suggests that attitudes are comprised of three parts, cognitions, affect and 
behaviour, and that attitudes can be changed by working on any one of these parts, for 
example through new information, direct experience or forced behaviour. I was very 
motivated to look at attitudes towards mental health since I feel there is still a lot of stigma 
attached to mental distress and was interested in the role that the media plays in both 
supporting and trying to address this, whilst also being aware that this can vary depending on
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other factors such as culture. I was surprised during my induction on the inpatient ward by 
the views held by some staff towards the clients whereby some clients were seen as their 
diagnosis, rather than as people, and were consequently infantilised and not treated as 
individuals. I found myself trying to get to know more about the clients than just their 
‘diagnosis’ by engaging with them through activities, such as playing pool. The therapeutic 
relationship is a vital and influential component of therapy (Roth and Fonagy, 2005). It is 
interesting to think about how both the therapist’s and client’s attitudes towards mental health 
difficulties impact upon the therapeutic relationship. When working with clients in a 
therapeutic setting, I am now more mindful of seeing beyond their distress and thinking more 
holistically, as well as consideration of our attitudes towards the distress and drawing upon the 
resources and resilience clients have already. My experiences on the ward also enabled me to 
think more about staff and team attitudes in general. As the role of clinical psychologists 
changes and they take on more consultative and leadership roles, team dynamics will be an 
important factor to consider and thus changing attitudes may be an important factor to 
consider, through increased training and supervision.
Final Reflections
It has been interesting to reflect on the dynamics of our group. I feel that as a group we 
bonded very quickly and that this was significantly aided by a shared goal of getting our 
presentation done alongside a common theme of feeling quite anxious about getting it ‘right.’ 
Through the experience of shared learning, we were able to draw upon a wealth of 
experiences and construct a presentation that employed humour to get our message across in a 
format that felt safe and fun for us. This very much reflected our CDG meetings which 
employed humour but focused on the task at hand. It has also enabled me to think about my 
own use of humour and how I feel that this can be an important factor in clinical practice to 
aid the therapeutic alliance and to enable clients to alleviate some of their distress. As a 
group, I think that we moved from tentative explorations of ideas to being more empowered to 
express and manage differing opinions and achieving an agreed consensus following 
discussions. With hindsight, I believe we neglected to reflect sufficiently on the process of 
change for us as a group during the PBL task but that we are now more aware of our need to 
develop these skills further. Our presentation focused on attitude change towards mental 
health difficulties. I believe there is a large role for clinical psychologists, and mental health 
teams, to consider the attitudes we hold and to consider how we view different client groups, 
mental health difficulties and diversity. I believe that being aware of such attitudes is an 
important factor in acknowledging the need for change in some attitudes, alongside training 
and good supervision. I hope that as my own training and confidence develops, I will feel
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better equipped to be able to facilitate changes in such attitudes.
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Introduction
The Problem Based Learning (PBL) exercise concerned the case of a 69 year old man, Mr 
Nikolas, referred to the psychology department for an assessment of his short term memory 
problems and care needs (see Appendix A). Our task was to present on some aspect of the 
case. Our group of six was an amalgamation of two CDG groups from two cohorts: four 
second year trainees, including myself, and two third year trainees. I will reflect on the group 
processes that occurred, in particular in the role of leadership and how this is reflective of the 
changes in the expected roles of clinical psychologists. Our presentation focused on 
preconceptions; I will also reflect upon ideas around preconceptions, how these impacted on 
our thinking about the case and their influence in clinical practice.
Approach to the task
Leadership
Our first meeting began as a discussion of our first impressions and general ideas about the 
case vignette This was largely led by the two third year trainees although each member of the 
group was given space to express opinions and ideas. This pattern of leadership by the third 
year trainees remained for the whole task and was one I experienced positively. I felt we 
worked collaboratively as a group and contributed to the discussions equally and felt that our 
individual outlooks and prior experiences were all validated with no one opinion being valued 
over another. I sought their leadership which enabled me to express some opinions but not 
make the final decisions. Thus, I feel that we actively encouraged the third years to take on a 
leading role since I, and the other second year trainees, felt quite anxious through believing 
ourselves to be less skilled, knowledgeable and confident than the ‘final year’ trainees.
I wondered whether the third year trainees felt confident with us but perhaps less confident 
when addressing the questions following the presentation from the course team, who had 
more experience,. In the months since the task I am mindful of how much my confidence has 
grown, but how I still seek guidance from those at a further stage in their professional career. 
This is based on my value of clinical psychology training and the profession. Documents 
such as New Ways of Working (DOH, 2007) suggest clinical psychologists take on more 
leadership roles. Given that research has shown that psychologists are often perceived to be 
expensive and not team-players (BPS, 2008), I have wondered how psychologists can address 
these perceptions within multi-disciplinary teams (MDTs) to be accepted leaders.
A previous PBL task was with dietetic students. I was struck by our different outlooks and 
approaches to the task. On reflection, the clinical psychology trainees had led the discussions
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and heavily influenced the way in which the presentation was carried out. There are two styles 
of leadership which may be pertinent here. Transactional leaders are based on the notion that 
those being led agree to obey their leader and receive payment in return for their effort and 
compliance (DOH, 2007), perhaps akin to the leadership we took on with the dietetic students. 
Millward and Bryan (2005) refer to transformational leaders, where the emphasis is on 
interpersonal and influential skills which are used to encourage those being led to adopt 
innovative approaches to problems. In considering the present PBL task, I believe we were 
acting under the latter leadership role, through the encouragement to present a unique outlook 
on the case.
I have observed different styles of leadership and feel more comfortable with transformational 
leadership, both as a leader and as someone being led. This appears more encouraging and 
collaborative, which may be more welcomed and better accepted by other MDT members, and 
similar to the approach I would take in a therapeutic setting. However, on qualifying I may be 
working as the sole psychologist in a team and therefore will need to feel comfortable in 
adopting the type of leadership role required for different ventures and being confident to take 
on those roles. I believe this is a developmental need for myself and the other trainees which 
will develop through experience and seeking opportunities to practice these skills during 
training.
Team work
The information we had about Mr Nikolas and his family at first appeared overwhelming and 
there were many different aspects to explore. Through our initial discussions, we decided that 
we would each research a particular area and feed this back to the group. This resulted in a lot 
of information that needed to be ‘sold’ to the group so as to decide what to use in the 
presentation. Being seen as a team player, feeding back to teams and ‘selling’ psychological 
ideas to teams are important skills for clinical psychologists. Coming to the end of placement, 
I have observed how much I have developed since I began training; I am more comfortable 
with presenting ideas to teams and discussing clients and ideas with colleagues than I was I 
started my first placement. However, in our final presentation to our colleagues and the 
course team, the third year trainees took on the role of answering the questions raised from 
our presentation. The third year trainees may have felt comfortable in fielding the questions 
but may also have wanted us to take some responsibility for our presentation too. Part of 
being a good leader is about encouraging others and not doing all the work for them. Thus in 
answering the questions, the third years enabled us to avoid taking ownership of our own 
opinions. I felt frustrated with myself in not answering any questions due to feeling I might
Volume One: Academic dossier
Problem based learning reflective account II
48
not have the ‘right’ answer, a feeling I subsequently discovered was shared by the other 
second year trainees. I have learnt from this the importance of being able to express my ideas 
and valuing different opinions people may hold, including my own.
Preconceptions
First impressions
Having different opinions and perspectives is a fundamental part of human interaction and one 
of the skills of clinical psychologists is the ability to hold multiple perspectives within teams. 
Through reflective practice, we aim to be aware of our perspectives and attitudes. On reading 
through the case vignette, as a group we discussed our first impressions and thoughts about 
the situation. Initially, we viewed Mr Nikolas as a vulnerable old man whose voice had been 
lost in the discussions and decisions occurring about him around him. As such, we all 
expressed a need to hear his voice and to think about his cognitive skills, risk to him and 
possible extra support he may require. However, in thinking about other 69-year-olds, we 
thought about how this is ‘not that old’. As such, our mental image of Mr Nikolas changed 
from one of a feeble elderly man to someone relatively fit and able. As a group, we began to 
examine our own preconceived ideas about older people, in particular our ideas about them 
being frail and vulnerable and how this guided how we viewed Mr Nikolas and the kinds of 
assessments and interventions we would be considering.
Don’t judge a book by its cover?
On reviewing the vignette in detail, we calculated Mr Nikolas had been 29 when his first son 
was bom, whilst his wife would have been 14 years old. Although we believed this was a 
typing error from the course team, we considered the possibility that he could have been in a 
potentially abusive relationship with a ‘minor’, certainly in legal terms, and it was fascinating 
to note how our opinions of him changed, shifting from feeling a certain amount of sympathy 
and concern for Mr Nikolas to feeling concerned about potential risk to others. I found myself 
grappling with trying to remain non-judgemental but having negative emotions towards Mr 
Nikolas. As a group we explored at length how our attitudes and preconceptions changed 
with new information and how this influenced our thinking about the case. Therefore, 
although it felt a difficult topic to consider, through gentle direction from the third years, we 
decided to base our presentation on such preconceptions.
It is interesting to also think about our professional practice and how we start formulating and 
generating hypotheses from the moment we gain information about clients and how these are 
in part based upon assumptions and attitudes we hold. Strupp (1996) found that our attitudes
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towards clients develop in the first few minutes and that this influences our judgement and 
treatment plan, as well as empathy for the client. When I first started training, I thought that 
my main difficulties would be with working with people who had been perpetrators of abuse, 
as reflected by my reactions to the possibility of Mr Nikolas having been in an abusive 
relationship. However, I have been surprised by my reactions to two clients I have worked 
with. On my current placement, I have worked with a young man who has sexually abused a 
girl. On reading his referral, I was immediately struck by how I was reacting less to the abuse 
and more to the distress he was currently experiencing. In contrast, when working with 
another client, I developed strong negative emotions to his disclosure that he worked in 
animal testing.
In the light of the PBL task, our discussions around preconceptions and how this influences 
therapy, and my clinical work, I have been reminded of how we are not without judgement 
and how important these first attitudes and preconceptions may be in influencing the 
therapeutic relationship and outcome. Bernstein (2000) reflects how therapists working with 
people from sexual minorities should ‘continuously examine and challenge [their] beliefs and 
feelings’ which could otherwise impose upon the therapy outcome (p445). Reflective practice 
and supervision provide the arena within which to do this, so that they can be addressed in 
terms of the work we might be doing with clients. I view this as an ongoing learning need for 
all of us and it is something I am more mindful of now, both with more common preconceived 
ideas, such as those based on culture or disabilities, and more personal preconceptions or 
attitudes, such as my beliefs about people involved in animal testing. Through exploring my 
own reactions and attitudes, I can invite alternative ways of viewing the situation and consider 
the context within which the person is experiencing distress, rather than getting stuck on my 
initial reactions to one aspect of their life.
Final thoughts
This task has increased my awareness in the attitudes I hold and form in response to meeting 
and working with people. As a result, I have made more use of supervision to discuss these 
ideas and have worked hard to address how these may potentially impact on therapy and 
outcome. Often, through simply exploring what it is that has evoked such a reaction in me, I 
have been able to deconstruct these beliefs and thus been able to understand where they have 
come from within me, how others involved with the client may also react to them, and to find 
ways in which I can address my preconceived ideas. I feel as a group, we were all aware of 
the, perhaps subtle, leadership role taken by the third year trainees. This brought to my 
attention the need to develop my skills in leadership in line with the developments in the
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clinical psychology profession, as well as enabling me to reflect on what occurs in clinical 
settings and the experience of being led.
I feel we neglected to think more fully about what we would have done in formulating and 
working therapeutically with the case. In particular it would have been helpful to consider 
issues around culture and diversity, and how we would have worked within the MDT, whether 
we would have taken a clinical leadership role and how we would have addressed our own 
and other team member’s preconceptions. Nevertheless, as a group, I feel we worked well 
together and achieved open and engaging discussions both within our group, and following 
our presentation, which have certainly influenced my subsequent practice.
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Title: Working with People in Later Life, their Families, and the Professional Network 
Problem Based Learning Exercise
What is the problem? Who has the problem? What might happen?
Mr Nikolas is 69, and has been referred to the psychology department for assessment of his 
short term memory problems, and his needs for care. The allocated social worker thinks Mr 
Nikolas is not looking after himself properly -  his fridge has out of date food, his clothes are 
not well washed, and his toilet and bedding are unclean. His GP thinks he is managing well. 
During the period of assessment, Mr Nikolas’ son Alexander, accused Mrs Edwards of 
financial abuse against his father. Social services invoked the Court of Protection and his 
divorced wife agreed to manage his financial affairs. Mrs Edwards, his new non-residential 
partner, was asked by the family not to visit their father/ex-husband any more, in an angry 
doorstep confrontation at her home by the older son. Mrs Edwards contacted the same 
psychology service and asked for their help. Mrs Edwards gave her version of events to Mr 
Nikolas’ two older sisters, who both live abroad.
Some Background Information
Mr Nikolas is the son of a Russian Jewish émigré who married a white English east end 
Londoner. His father left his mother when he was seven and he had no subsequent contact. He 
was raised within the CofE tradition of Christianity, and holds a faith base. It was not until he 
was a mature adult that he learned of his father’s origins at the time of his mother’s death. He 
had always been told his father was an Englishman.
When he was 33, Mr Nikolas married a white English woman who was 15 years younger than 
him, from a Catholic background. She is not practising. They divorced at her instigation 6 
years ago. She had spent the majority of their marriage in receipt of a diagnosis of major 
depression, with bouts of counselling, prolonged anti-depressant medication use, and so on. 
Following the divorce, she was able to cease prescription medication use, took up local 
employment, and developed a new friendship circle. Her older son called her a ‘whore’ when 
he discovered she was seeing another man, romantically.
So, Mr and Mrs Nikolas had two sons, Alexander and James, both now in their thirties. James 
lives abroad and does not keep much in contact with his father. Alexander is local, runs a 
small business and is married to a woman who struggles with eating distress and fears of 
contamination, such that she does not allow their two small children to play in the garden. The 
family do not discuss these matters.
Mr Nikolas has two older sisters, both of whom live in Australia and are not well enough to 
travel to the UK, but wish to be involved in decision making about the future care of their 
brother.
Mr Nikolas was devasted by the divorce and the need to sell the family home for the divorce 
settlement. He moved to a small property nearer his older son and two grandchildren. He 
spent a few years on his own, walking miles every day, and shunning company. Eventually a 
friend persuaded him to join a local history society and he became involved in escorting 
visitors and tourists around museums. There he met Mrs Edwards, a while English divorced 
woman, 2 years older than him. She is financially independent and owns her own home. She 
has PT employment with a stately home in the area, and was a children’s nanny most o f her
Volume One: Academic dossier
Problem based learning reflective account II
53
life. She has a chronic debilitating health condition that results in joint pains. She has no 
children and no living relatives. She has an active friendship group.
Mrs Edwards and Mr Nikolas became friends and then their relationship became romantic and 
sexually intimate. They have been together for 3 years. They kept their separate houses, and 
spent time in each other’s home. Mr Nikolas asked Mrs Edwards to marry him at the time the 
police instigated the removal of his driving licence. He had been struggling with short term 
memory problems, and when stopped at a police blockade where police were redirecting 
traffic, he refused their instructions and tried to drive on. The police officer recognised a 
‘psychological’ problem and reported his behaviour to social services. The same police officer 
advised Mrs Edwards that Mr Nikolas needed medical attention. Mrs Edwards was uncertain 
and informed his older son who contacted social services. This resulted in the withdrawal of 
his licence and the confiscation of his car by his older son. His ex-wife was observed to drive 
this vehicle subsequently by Mrs Edwards.
Prompt questions:
Who/what/where is the problem?
How to define the professional network? How might professional roles be defined under these 
circumstances?
How is leadership shown/to be shown within the professional network, and what might 
collaborative practice look like under these circumstances?
What is the role of the psychologist with respect to Mr Nikolas, his close family members, 
Mrs Edwards and the professional network?
What ethical issues need to be considered?
How is financial abuse to be defined?
The relationship between memory and depression?
The role of life events?
Impact of divorce on grown up children?
The Academic Tutor Team 
September, 2008
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Problem Based Learning Reflective Account III
February 2010 
Year 3
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Introduction
In our final problem based learning (PBL) task, we were divided into groups with the second 
year trainees. Our group contained four third year trainees and four second year trainees, one 
man and seven women, and with a broad age range. We had not previously worked together 
and met on just four occasions to complete the task. The formation of a group specifically to 
complete a task undoubtedly influenced the group process. This, alongside the task itself and 
implications for professional practice will be discussed.
The Task
Our task was to “prepare a consultancy report on how the effectiveness of lAPT can be 
assessed” in the form of a twenty minute presentation. Improving Access to Psychological 
Therapies (lAPT) is a national programme aimed at increasing service provision and 
accessibility for psychological therapies. Our group had diverse experiences regarding lAPT, 
all in the adult sector, including some direct experience of working as a low intensity worker. 
The generic reaction to the task from within our group was scepticism about lAPT, in 
particular its focus on cognitive behavioural therapy (CET). It was interesting to observe that 
the third year trainees were more critical of lAPT than the second years. Due to our stage of 
training and consideration of our career paths, and perhaps having more of a grasp of the other 
therapeutic models in practice, this scepticism may come from us not wanting to overly align 
ourselves with a more purist CET model.
The focus of lAPT has been to provide services predominantly for adults with a psychiatric 
diagnosis of anxiety or depression. However, proposals for a children’s I APT exist and have 
been piloted in Eury, as referred to in Layard’s report ‘Child Mental Health: Key to a 
Healthier Society’ (2008). Considering four of our group had recently completed our child 
placements, we were particularly interested in how this would work in children’s services 
where our experience had been that there was more resistance to labelling children with 
diagnoses and where there is less evidence-based research for specific treatments. Although 
some members of the group had not worked with children, everyone agreed that it would be 
interesting to find out about the plans here, given their existing critiques of the adult lAPT.
Whilst it was easy for us as a group to decide to explore the children’s I APT, what proved 
more of a challenge was deciding upon the focus, with many thoughts and ideas about lAPT. 
Furthermore, we all had competing demands on our time and differing levels of commitment 
to the task. These factors undoubtedly influenced the group process as will be discussed 
below.
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Our transient group
I found this to have been different to the other PBL groups I have been a part of. We only met 
on four occasions prior to the presentation, the end goal, with everyone only present for three 
of these. Furthermore, once the presentation was complete, there was no continuation of the 
group and I believe this impacted upon investment and priorities placed on the group and the 
task. Gersick (1988) proposed the Punctuated Equilibrium Model of group development. 
Here, she proposed that groups go through four stages in approaching a task: Inertia, whereby 
little progress appears to be made; transition, whereby shifts occur in the approaches to the 
task and progress is made; a second period of inertia, where progress made in the transition 
stage halts and finally completion, during which a final effort is put into the task to 
consolidate the work done and achieve completion of the task. I recognised each of these 
stages within our group. As a result of the competing demands on our time, and little time 
spent together as a group, the stages of inertia were evident when we met in our first and 
penultimate meetings. Although this ‘inertia’ did not result in any of the task being 
completed, it did allow for group discussions and multiple ideas and viewpoints to be raised 
but with no real progression with the task. These two periods of inertia were punctuated with 
some progress whereby we assigned tasks and roles to group members. Finally, a noticeable 
concerted effort was made at the very end and we successfully completed the task although 
during this phase it became apparent that there was commitment to getting the task done but 
less commitment to the actual group.
Cohesion has been observed by Brown (2000) to include factors such as physical proximity, 
meeting frequently and being committed to working towards the group’s goals. Thus whilst 
we were all working towards a common goal, the levels of commitment to the actual group 
were less than optimal. This, coupled with infrequent meetings and the transient nature of the 
group, resulted in a group in which the task was successfully completed but that did not feel 
particularly cohesive. I believe this further impacted upon our motivation and commitment to 
the group and the effort input.
Priorities
I considered this in the context of professional practice, where team work is often crucial 
when working with clients or projects. Frequently in multi-disciplinary teams (MDT), various 
combinations of professionals may be involved with working together, forming as a 
temporary group. Undoubtedly each individual will have differing priorities placed on those 
meetings as a group and differing levels of motivation and commitment to being a part of the
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group. As summarised by Brown (2000), this will impact on group performance since 
members will work harder as a group together than individually “when what we are doing and 
who we are doing it with matters enough to us” (p i92). I wondered whether this was a factor 
within our PBL group: that we were perhaps less engaged with the task, due to other 
competing goals external to the group task, and that we had not bonded sufficiently as a 
group. Therefore whilst our task was achieved, we did not necessarily feel we had worked 
cohesively as a group.
Through the interviews I have carried out for my Major Research Project with professionals 
working in Community Mental Health Teams (CMHTs) with people with a diagnosis of 
Anorexia Nervosa, I have been struck by how frequently they have referred to problems with 
working as a team. Many described feeling that they were working alone, despite being a part 
of a group of professionals working with these particular clients. They described coming 
together as a group for review meetings but then disbanding and feeling left to hold the client 
alone, resulting in much frustration and sense of isolation, which can then impact negatively 
on the group dynamic and ultimately the therapeutic relationship and work with the clients.
I have further considered this in my current placement where part of my role is to provide a 
psychology service to two inpatient wards. In both of these settings, I am only physically 
present for half a day a week, thus forming temporary groups with my colleagues around 
various clients, further confounded with the knowledge that I am only there for six months. In 
these teams, I have noticed differing levels of motivation and commitment in working both as 
a team and with various clients. At times it has felt very difficult to encourage team work 
around a client. With only six weeks left on placement, I too have at times been more focused 
on my individual work and less engaged with the team. These experiences and those of the 
PBL task where levels of commitment have varied, coupled with approaching the end of my 
training, led me to reflect upon what I would do to manage similar experiences in teams I may 
be working in once qualified. This has been particularly pertinent when considering the 
greater emphasis on the leadership role of clinical psychologists (Department of Health, 2007) 
and how I might facilitate greater commitment and motivation within teams and groups, 
factors I see as pivotal in effective team and group work.
Leadership qualities
Chemers (2001) defines leadership as “a process of social influence in which an individual 
enlists and mobilizes the help of others in attaining a collective goal” (p378). He further 
provides an overview of effective leadership qualities, including image management.
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relationship development and resource deployment. Of particular relevance here is the role of 
the relationship development between the leader and the ‘followers’ on the motivation and 
commitment, whereby when the relationship is good, ‘followers’ are more committed to the 
group and place team success above their own interests. He further describes how this 
relationship is built upon by being treated fairly and having one’s own capabilities, style and 
emotional needs understood by the leader. In our clinical work, the development of the 
therapeutic relationship with clients is pivotal and is a priority for me, particularly in the first 
few sessions. Reflecting upon our PBL task and in the teams in which I have worked, less 
importance has been given to developing such relationships with colleagues, often due to the 
pressures of simply having to achieve a task whilst also having many other tasks running 
concurrently.
I have further reflected upon the positions I have taken, both as a leader and a ‘follower’ when 
considering the impact of relationships between team members and with the leader. Whilst 
the work is always achieved, there has been a difference in the quality and my feelings about 
the work, and the group, when I have felt there have been good relationships. Whilst there 
was little investment in the very temporary group formed purely for the PBL task, I think in 
the workplace, this may be particularly important. Here, team members are likely to come 
together on multiple occasions in various combinations, and therefore developing that 
relationship is vital. Furthermore, people will always have competing demands on their time 
and thus, as was the case in the PBL task, if there is not a sense of value, commitment and 
good relationships in the groups, this may impact on the quality of work. Developing good 
relationships is dependent upon being physically and emotionally present, factors also 
necessary for group cohesion. Given the current move towards more open planned offices 
with many teams, the physical locality of psychologists may be shifting towards being more 
embedded within a team. However, this physical presence is not sufficient to gain trust and 
develop good relationships in order to be an effective leader. This therefore highlights the 
importance of when I qualify and join a new team to ensure importance is also placed upon 
building good relationships with my colleagues; this is something I have attempted on 
placements but is perhaps more pertinent when I too feel more committed to the team due to a 
greater sense of permanency.
Final reflections
In the PBL task we worked sufficiently as a group to achieve the task. However, through a 
reduced group cohesion and competing priorities with our time, I believe we were less 
creative with our thinking. For example we were quick to critique the lAPT for children and
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the shortcomings with proposed evaluations, but did not develop our own ideas about how to 
evaluate such a service. Part of being a good leader is about creating an environment that 
facilitates commitment to the group through being valued and developing good relationships 
between group members. Whilst we got on well on a superficial level, there was an 
underlying wish to “just get the task done”, a view also held by the natural leader of the 
group. It is helpful to think about the impact each person can have in a group, be they a leader 
or follower, and our individual responsibility towards the group development. In particular, in 
thinking about my role as a clinical psychologist and the leadership component of this role, I 
have been reminded of the importance of developing good relationships with colleagues to 
facilitate change and encourage good team work. This would hopefully increase commitment 
to the group, in spite of competing demands, so as to create the best environment in which 
creative and new ways of working may evolve.
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Summary of case discussion group process account I
This process account explored my experiences of the Case Discussion Group (CDG) over the 
first year of clinical training. In addition to considering my own experiences of being a 
member of the group and the development of the group, I also considered those of the other 
members of the group as well as consideration of how these impacted upon clinical practice 
and our professional development. Moreland and Levine’s model of group phases (1982) was 
used to provide a framework within which our group developed. In considering my and the 
groups experiences, I referred to some difficulties we experienced, both on a personal level for 
myself and as a group. These had quite a striking impact on my experience of the CDG and 
have subsequently influenced my reflections and professional learning and development. As 
a group, we have not yet perhaps been very cohesive and commitment to the group was 
acknowledged as being low during our final session of the year. With this in mind, we 
discussed how to take the group forward in our second year and I have discussed this with 
further consideration of my own position in this, as well as us a group.
Volume One: Academic dossier
Summary o f case discussion process account I
63
Summary of Case Discussion Group Process Account II
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Summary of case discussion group process account II
This process account explored my experiences of the Case Discussion Group (CDG) over the 
second year of training. Towards the beginning of the academic year, I changed groups and 
have reflected on the group process that can occur when changes happen and factors that can 
contribute to someone leaving a situation, both personally and professionally. I have reflected 
upon my experience of joining a new pre-established group, which was largely positive but 
not without some anxieties. The group I joined had struggled in the first year, prior to me 
joining, to create the group they felt they wanted to be. However, it became clear to me that 
there was not a clear sense of what they wanted to be, and through the year we gained more of 
a sense of what we did not want, rather than what we wanted. I believe this resulted from a 
lack of cohesion, which was in part influenced by a lack of some difficulties being openly 
addressed. This experience is common amongst my professional and personal experiences 
and I have reflected upon this and how it impacts upon group behaviour and cohesion in a 
variety of settings. Finally, I have reflected on our final session whereby much of the 
unspoken difficulties were spoken about, enabling us to move forward together as a group and 
decide upon what we wanted for our final year of CDG.
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CLINICAL DOSSIER
The clinical dossier starts with an overview of the three years of clinical experiences gained 
during training. The detailed placement contracts, log books, placement evaluations and 
feedback forms can be found in Volume Two.
There is then a collection of summaries of five clinical case reports, one of which was an oral 
presentation of the author’s clinical work. The five reports represent a variety of presenting 
difficulties, therapeutic formulations and approaches and with clients at different stages of the 
lifespan. One of these case reports is a neuropsychological assessment. The full case reports 
can be found in Volume Two.
The material presented here has been anonymised with fictitious names used to preserve 
anonymity. All the individuals provided informed written consent for their experiences to be 
written about in this way.
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Summary of Clinical Placement Experiences
November 2007 -  September 2010 
Years 1 - 3
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ADULT MENTAL HEALTH (November 2007 - September 2008)
Setting: Placement split across a Specialist Psychology Service for OCD and recurrent 
depression, a Primary Care Mental Health Service, a Health Psychology service, a 
Community Mental Health Team and a Specialist Neuropsychology Service.
Clients and Presenting Difficulties: Adults (aged 17-75) with mild, moderate, severe and 
enduring mental health problems. Presenting difficulties included anxiety, recurrent 
depression, OCD, psychosis, social phobia, PTSD, memory problems and health anxiety. 
Modes and Tvnes of Work: Direct work with individuals, couples and families. Joint working 
with other professionals. Group work.
Model: Predominantly CBT, second and third wave. Psychometric assessments were 
completed using a range of assessment tools.
Service Delivery Settings: Out-patient, GP practice. Client’s home.
Teaching and Training: Presentation to MDT on therapeutic endings, presentation to 
physiotherapists on CBT for people with learning disabilities and dementia and teaching on a 
research methods course for mental health professionals and service users.
Research / Audit: Service Related Research Project on “Evaluation of a service-user led group 
for people with a diagnosis of OCD.”
PEOPLE WITH LEARNING DISABILITIES (September 2008 - April 2009)
Setting: Community Learning Disability Team
Clients and Presenting Difficulties: Adults (aged 22-59) with significant and severe learning 
disabilities presenting with anxiety, issues related to capacity and understanding of sexual 
relationships and having children, OCD, adjustment to disability, bereavement, challenging 
behaviour, relationship difficulties, difficulties associated with autistic spectrum disorders and 
dementia.
Modes and Tvnes of Work: Direct work with individuals and families, indirect work with staff 
and carers. Set up and co-facilitated a relationships group for clients referred with difficulties 
in relationships (joint work with two other trainee clinical psychologists). Observations with 
the specialist Challenging Behaviour Service.
Models: CBT, systemic, behavioural (including functional analysis), and biopsychosocial 
model. Psychometric assessments were completed using a range of assessment tools.
Teaching / Training: Training to staff in a residential home on dementia
CHILDREN AND FAMILIES (April 2009 - September 2009)
Setting: Tier 3 multi-disciplinary Child and Adolescent Mental Health Service.
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Clients and Presenting Difficulties: Children and young people (aged 4-16) presenting with 
emetaphobia, chronic fatigue syndrome, OCD, low mood, autistic spectrum disorder, eating 
difficulties, ADHD, difficulties adjusting to developmental difficulties as a result of foetal 
alcohol syndrome, behavioural difficulties, needle phobia and anger management difficulties. 
Modes and Tvnes of Work: Direct work with children, young people and families, and 
indirect work with parents and teachers.
Model: Integrative (using CBT, behavioural, narrative and systemic ideas). Psychometric 
assessments were completed using a range of assessment tools.
OLDER ADULTS (September 2009- April 2010)
Setting: Community Mental Health Team for Older People
Clients and Presenting Difficulties: Adults aged 70-85 presenting with depression, anxiety, 
chronic pain, healthy anxiety, difficulties associated with physical health problems and 
Parkinson’s Disease, dementia, cognitive impairment, relationship difficulties and issues 
arising from bereavement and loss.
Modes and Tvpes of Work: Direct work with individuals, couples and families. Consultation 
to staff teams. Lead groups on Fear of falling and Living with COPD, Co-facilitated a 
psychoeducational/CBT group on the acute inpatient ward with another trainee clinical 
psychologist. Psychometric assessments were completed using a range of assessment tools. 
Model: Systemic, Narrative and CBT
Teaching/Training: Teaching to MDT about NICE Guidelines for Depression and Depression 
with a Chronic Physical Health Problem, communication training with ward staff.
Service Development: Worked on a depression care pathway project for adults (working age 
and older adults). Developed a presentatioOn pack on an inpatient dementia ward for clients 
and carers. Developed an inpatient ward brochure for clients and carers.
ADVANCED COMPETENCIES (April 2010 -  September 2010) (to be completed on 
completion of placement)
Setting: Child and Adolescent Mental Health Service with a focus on narrative/systemic 
therapy
Clients and Presenting Difficulties: Children and young people (aged 5-17) presenting with 
self-harm, eating difficulties, OCD, selective mutism, anxiety, challenging behaviour, soiling 
problems, school refusal, behavioural problems, attention and concentration difficulties. 
Psychometric assessments were completed using a range of assessment tools.
Modes and Tvnes of Work: Direct work with children, young people and families, indirect 
work with families and teachers. Consultation work.
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Model: Systemic and social constructionist models.
Training/Teaching: Teaching to school on selective mutism.
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Summary of clinical case report I
April 2008 
Year One
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An integrative approach to working with a 53 year old man with a diagnosis of
Recurrent Depression.
David is a 53 year old man referred to the recurrent depression clinic for help with his 
depression following four discrete experiences of depression. David had experienced some 
difficulties in his childhood and a number of losses as he grew older. In addition, his daughter 
had a life-limiting illness. During his experiences of depression, David described how he 
would withdraw from his work and family. We initially worked within a cognitive 
behavioural framework, using behavioural activation and cognitive therapy, alongside the 
narrative therapy technique of externalising the depression. However, after six weeks there 
had been little progress and the complex family dynamics appeared to be impacting heavily on 
the depression. David declined family therapy at the time. Drawing upon systemic 
approaches, we explored the family relationships which resulted in a shift in the family 
dynamics. David remained stuck with his heavy ruminating style of thinking so we worked 
using rumination-focused CBT. At his 12 week review, David reported feeling ‘a different 
man’ with significant improvements in the outcome measures used. In addition, David 
described beneficial changes in the family dynamics and a reduction in his rumination style of 
thinking. Due to some more persistent beliefs around feeling inadequate and the depression, 
David was offered further schema-focused CBT. This had not been started at the time of 
writing the case report.
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Summary of clinical case report II
September 2008 
Year One
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Cognitive behavioural therapy with a 29 year old woman with a diagnosis of Obsessive
Compulsive Disorder
Jo is a 29 year old woman referred to the Obsessive Compulsive Disorder (OCD) clinic for 
help with intrusive thoughts and compulsive behaviours which developed following a health 
scare three years previously. Following some difficulties in her childhood, the health scare 
and moving away from her friends and family, Jo’s anxieties manifested in the form of 
intrusive thoughts and compulsive behaviours which she reported helped her feel less anxious 
but also frustrated. The specific nature of the obsessions and compulsions were extensive and 
we focused on the two that caused her the most difficulty using cognitive therapy and 
exposure and response prevention. This approach facilitated some change for Jo but progress 
was slow. We therefore looked further at her core beliefs and schemas and did a piece of brief 
focused work on these, in particular her fear of abandonment and unrelenting standards 
schemas. At the end of therapy, Jo’s scores on the outcome measures employed had all 
significantly decreased, reflecting Jo’s self-report of her difficulties.
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Summary of clinical case report III
April 2009 
Year Two
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An assessment of autism using psychometric tests with a 24 year old man presenting 
with difficulties with social interaction.
Daniel Jones was referred to the Community Learning Disability Team for an assessment of 
autism. He presented with difficulties with relationships and employment. Following a brief 
initial assessment, it was decided that Daniel would be assessed for autism using the Trust’s 
‘Assessment for Autism Protocol’. This involved a detailed developmental history, taken 
from Daniel’s mother, a cognitive assessment, using the Wechsler Adult Intelligence Scale III 
(WAIS-III) and the Wechsler Memory Scale III (WMS-III), and a current profile, using the 
Childhood Autism Rating Scale (CARS) and Adaptive Behaviour Scale (ABS). In addition, I 
selected the ‘Autism Quotient’ (AQ) and ‘Reading the Mind in your Eyes’ tests, by Baron- 
Cohen, which are both tests related to autism. Daniel’s cognitive functioning was found to be 
in the ‘average’ range in both the WAIS-III and the WMS-III; his cognitive profile was 
similar to that found in the literature for people with autism. Daniel’s scores in the CARS,
AQ and Reading the Mind in your Eyes tests all fell below the threshold for autism. This was 
further supported by Daniel’s developmental history which did not support a diagnosis of 
autism. In accordance with the DSM-V criteria for autism, Daniel’s test results did not meet 
the diagnostic criteria, although it was apparent he had significant difficulties with social 
interaction. Recommendations were made to support his difficulties in this area.
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Summary of clinical case report IV
September 2009 
Year Two
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An integrative approach to working with a young girl who struggled to communicate her
feelings
Vicky is a six year old girl referred to the Child and Adolescent Mental Health Service 
(CAMHS) by her school following concerns about her behaviours at school and home, with 
the school querying a diagnosis of Autistic Spectrum Disorder (ASD). Following some 
traumatic events in Vicky’s early years, there remained a lot of anxiety within the family. 
Vicky presented as a very anxious child who struggled to talk to adults and who found it very 
difficult to communicate her feelings, resulting in frequent tantrums. Through adopting an 
integrative approach within a systemic framework, Vicky was encouraged to develop her 
skills in identifying and communicating her feelings, using a number of different techniques 
and vehicles of communication, for example drawing and drawing upon her close relationship 
with their recently acquired puppy. Some narrative ideas were also drawn upon to create a 
richer description of Vicky, with Vicky and her family, and at school. Additional work with 
the school in their understanding and management of the behaviours they found difficult was 
undertaken. At the end of therapy, Vicky was much more vocal with adults and was clearly 
identifying and communicating her feelings. The difficulties with her behaviours at home had 
diminished and at school had greatly reduced.
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Summary of clinical case report V
April 2010 
Year Three
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Systemic narrative practice with a woman aged 80 with a diagnosis of depression
Janine is an 80 year old woman referred to the psychology service for help with her 
depression following a forty-year history of depression and attempted suicides. At the time of 
referral she was in an inpatient psychiatric ward and reported herself as feeling ‘well’ but 
wanting to not have depression again. During our conversations, it became apparent that 
conflict in relationships, particularly that with her eldest daughter were particularly difficult 
for her to manage and frequently resulted in Janine experiencing symptoms of depression.
We first worked using a systemic approach to working with the individual but due to Janine’s 
difficulties with thinking about alternative perspectives to her own, this proved problematic in 
inviting other, absent people’s voices into the room. Therefore we took a more narrative 
approach which allowed for Janine to look more at thickening her thin narrative about her 
specific difficulties with her eldest daughter. Through using techniques such as re-authoring 
conversations and therapeutic letters, Janine began to develop a richer narrative around her 
daughter. During the time I worked with Janine, she remained largely “symptom free” until 
our penultimate session. However, despite these difficulties, Janine was able to manage her 
difficulties more effectively. In addition, work was done with the CMHT in helping Janine to 
feel empowered to help herself, also demonstrating a shift in the CMHT’s view of her being 
dependant on them to taking responsibility for herself.
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RESEARCH DOSSIER
This dossier contains two research projects and the abstract of a qualitative research project. 
The Service Related Research Project was conducted during the first year of the training 
course at the author’s placement base. A letter follows this project as confirmation of the 
author having fed back the results of this project to the service and participants. The Major 
Research Project was conducted during the second and third years of training. The qualitative 
research project abstract is taken from a qualitative methodology project conducted during the 
first year of training to familiarise the trainees with the application of qualitative research 
methodologies.
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Service Related Research Project
Evaluation of a rolling group for people with a diagnosis of 
Obsessive-Compulsive Disorder (OCD)
July 2008 
Year 1
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Abstract
This study aimed to evaluate a rolling group for people with a diagnosis of OCD. This was an 
innovative group set up in response to service demands and was intended to be run by a 
clinician with a service user as a co-facilitator. The study used a closed response 
questionnaire to investigate the effectiveness of the group for service users and semi­
structured interviews to explore the experiences of both the service users (n=3) and clinicians 
(n=3) involved in the group. The questionnaires were analysed by descriptive statistics. Data 
from participants’ interviews was analysed qualitatively using thematic analysis (Braun & 
Clarke, 2006). Findings were limited by the response bias as no service users participated 
who had not been asked to be co-facilitators. However, four main themes emerged describing 
personal gains, the co-facilitator role, developing the group and the identity of the group. The 
experiences described were generally very positive. However, the impact of the lack of a 
group identity on people’s experiences and ideas about developing the group and the co- 
facilitating role was considered in the context of group developmental processes. The 
resolution of such lacking identity is suggested in order to further develop the group.
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Introduction
Obsessive Compulsive Disorder (OCD) is an anxiety disorder whereby the individual usually 
experiences intrusive thoughts (obsessions) to which they respond with repetitive behaviours 
(compulsions) (Clark, 2004). The National Institute of Clinical Excellence (NICE) guidelines 
for OCD (2005) advocate Cognitive Behaviour Therapy (CBT) as the treatment of choice for 
adults with a diagnosis of OCD. They also recognise that people with OCD can relapse and 
recommend that people should be seen as soon as possible, rather than being placed on a 
waiting list.
The Trust OCD clinic was receiving re-referrals of people who had received individual CBT 
but were experiencing a relapse of symptoms. Due to limited resources and concerns about 
whether having additional individual therapy would be beneficial, the service decided to set 
up a group to meet the needs of people being re-referred. In accordance with the NICE 
guidelines for being seen quickly, the idea developed into having an open rolling group 
whereby once referred, people could join the next group session and attend any number of 
sessions as and when required. Group membership was defined as anyone referred to the 
clinic who had already received individual CBT for OCD.
There has been a recent drive to increase service user input at all levels of treatment and care. 
The NHS Plan (Department of Health, 2000) highlights service users’ needs being a key 
component in service design and delivery. Peck et a l  (2002) suggest four levels at which 
service users are involved in mental health services:
1. In the interaction between service users and in the form of self-help;
2. In the interaction between individual users and professionals working with them;
3. In the management of local services;
4. In the planning of overall services.
In accordance with Peck et al (2002), it was considered important to involve service users in 
the design and implementation of this group, and the group was set up as a collaborative 
venture with service users to provide booster sessions and support for people. The idea was to 
have each monthly session run by one clinician with one service user as a co-facilitator. Four 
service users were identified to co-facilitate the group with one clinician. Both the clinicians 
and service user co-facilitators would rotate each group.
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The present study
The aim of a service evaluation can be to know whether a service is doing what it is supposed 
to be doing and whether it is effective (Barker et a l, 2002). The clinicians, consisting of 2 
psychologists and a CBT therapist, were interested in whether the group was effective in 
terms of reducing people’s symptoms of OCD and what people’s experiences of being co­
facilitators were. Due to this being a collaborative new venture with service users being 
involved in the planning and implementation stages, to evaluate the group, I was also 
interested in all the group members’ experiences
Thus, the aims of this study were to investigate:
1. The group members’ experiences of the group
2. The roles taken on by group members
3. Ideas for developing the group
4. The effectiveness of the OCD rolling group
In considering my position as a trainee working in the OCD clinic and with the Trust Service 
User Advisory Panel, I thought about possible biases I may have towards wanting this group 
to be successful both for the service users attending as service users and for those also 
involved in the service design and delivery. These positions would certainly have influenced 
my interview style and interpretation of the data through enabling me to be inquisitive about 
the lived experiences of group members.
Method
Design
Originally, this group was set up to provide an immediate service for people being re-referred 
to the OCD clinic. One method of evaluating effectiveness is through a satisfaction 
questionnaire or a symptom-based questionnaire; in this study, a combination of the two was 
used to gain an overall perspective through a closed questionnaire with a likert scale measure. 
As aforementioned, the service was also interested in people’s lived experiences of the group. 
Pope and Mays (p.43, 1995) describe how qualitative methods develop ‘concepts which help 
us to understand social phenomena in natural (rather than experimental) settings, giving due 
emphasis to the meanings, experiences and views of all the participants’. Therefore, 
qualitative methodology was also used through semi-structured interviews. Barker et a l 
(2002) highlight the importance of gaining both professionals’ and service users’ views on the 
effectiveness of services; thus gaining the perspectives of both service users and clinicians
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was valuable to inform future practice for the group.
Sample
The evaluation took place amongst clinicians and service users attending the group. Nine 
service users had been invited to the group, of whom six had attended. Of these, two had 
permanently left the group. These six service users were recruited via a letter (Appendix A) 
and a follow-up phone call. Six people participated in the study: three service users and the 
three clinicians. Three service users declined to take part in the study. The three service users 
who participated had attended the group from the beginning, had become a member of the 
group immediately following individual therapy and had all been invited to be co-facilitators. 
Participants gave their written consent to take part and for the tape recording of interviews 
(Appendix B).
Measures
Through discussions with the clinicians and my field supervisor, a questionnaire was 
generated based on an existing service-user satisfaction questionnaire with additional 
questions specific to CBT treatment for OCD (Appendix C). Also following these 
discussions, the main questions for the semi-structured interviews were created with two 
templates, one for the clinicians and one for the service users, covering similar broad ideas 
with open questions (Appendix D). I was unable to pilot these measures due to very limited 
sample numbers. I did not know the service users before the study, but worked alongside the 
clinicians.
Procedure
Participants were interviewed at either one of the service bases or at the participant’s house, 
following a risk assessment. All participants were interviewed using the semi-structured 
interview schedule; following the interview, the service users completed the questionnaire.
Analysis
All interviews were transcribed verbatim (see Appendix E for extract) and analysed using 
thematic analysis (Braun and Clarke, 2006). They highlight thematic analysis as a useful 
method in qualitative research that is not bound to one theoretical stance and give clear 
guidelines for using this form of analysis. The transcripts were read and re-read before 
collating recurring ideas into initial themes. These themes were then discussed with my 
supervisor, who was not part of the service but had read the transcripts, and four main themes 
were identified, with a number of sub-themes. Throughout the analysis, I was mindful of the
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assumptions and biases I held that could influence my interpretation of the data, such as 
wanting this group venture to have been successful. Whilst this cannot be eliminated, 
discussions with my supervisor formed part of the process of me distancing myself from my 
perspective as part of the enquiry (Dallos & Vetere, 2005). Due to the very small sample size, 
the questionnaires were analysed using descriptive statistics.
Results
Semi-structured interviews^
Four main themes were identified from the data:
• Personal gains
• The co-facilitator role
• Developing the group
• Gaining an identity
Personal 2ains
There was a strong perception that all members of the group had gained something as an 
individual from attending the group, with three subthemes of enjoyment, shared understanding 
and personal development. All of the participants described having enjoyed the group.
‘It was the best thing I  ever went to ’ SU3^
There was a general agreement that the most important factor for the service users had been 
meeting other people with OCD and having a shared understanding of one another’s 
difficulties.
‘It was an excellent idea to meet other people who had OCD because you think yo u ’re the 
only one who’s got it ’ SU2
‘When you go to the group, they instantly know what you ’re talking about and how you ’re 
feeling and you don’t have to say it all, they just know. And you know they know. ’ SUl
The clinicians also reported gaining further insight from the experience.
‘I ’ve learned so much my self...it’s been very interesting to realise how much service users 
have to teach us about their own experience, about what has worked and i t ’s not often one 
gets the chance to take a step back to sit and listen ’ C3.
 ^Further quotes from the transcripts to illustrate the themes are in Appendix F 
 ^SU1-SU3 were service users and C1-C3 were clinicians.
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The co-facilitator role
The role of the service users being co-facilitators was discussed from a number of 
perspectives. The sub-theme of confusion over what the role entailed was particularly 
detailed by participants:
‘none o f  us were really sure what it was about...we were never really sure what part we 
played in it ’ SU3
The role increasingly has become blurred...the roles have not been clearly defined enough by 
us’C3
It became apparent that the co-facilitator role had not occurred during the first twelve months 
of the group. A sub-theme of the development of the role offers an explanation for the time 
taken for service users to take on the role and hopes for the future.
‘I  think i t ’s familiarity, you know, just the length o f  time w e’ve been running the group, 
feeling more comfortable, feeling more confident in their own abilities...feeling they know 
what’s expected’ C2
‘I  would hope that they [co-facilitators] would take more o f  an active role...with them taking 
more o f a lead’ C\
A further sub-theme of people’s experiences of the co-facilitator role indicates that once the 
role was taken up, it was a positive experience.
‘I t ’s given me my confidence back’ SUl
‘I ’m very impressed at how some people have risen to that challenge and you just realise how 
capable a lot o f  the clients are, which we don’t generally tend to see ’ Cl
Developing the group
Each participant had ideas about how to develop the group. The main areas for development 
are detailed below.
All participants highlighted the need for the group to have more members.
‘we really need to get people in, people that would really benefit and people who it would be 
helpful fo r ’ 03
The co-facilitators had thought about making it easier for new people to join.
‘to help new people come and join the group...perhaps an individual meeting with one o f  the 
facilitators to sort o f  put them at ease beforehand’ SU2
One participant described how she felt pressured by the homework tasks and perceived this to
Volume One: Research dossier
Service related research project
be a factor that may deter some people from coming back to the group.
‘taking the pressure o ff the homework...we ’re given homework, go away and do this and 
that...it shouldn’t be you must have done it ’ SU3
There were some ideas around the structure of the group with some suggestions around 
having a pre-determined topic for each session.
7 think we should decide what topic is going to be for next time...it helps i f  y  ou know what’s 
coming up next, and for the professionals too who change each month ’ SUl
The final area of development concerned the identity of the group, which was a central theme. 
‘We really need to decide what kind o f  group it ' Cl
Gaining an identity
A clear recurring theme that arose was that of group identity. There was some confusion over 
the development and differing ideas about the nature of the group identity.
‘there have been lots o f bits that haven’t been clear...the group is not going as we intended 
and going in a slightly different direction ’ C3
‘I t ’s become a bit confused along the way somehow, in terms o f  whether it’s a therapy group, 
whether i t ’s a support group, whether i t ’s a patient-led group ’ C2
There were also some discrepancies in the identities concerning group membership. The 
service users appeared to believe all people terminating individual therapy were offered the 
group but have turned it down for numerous reasons.
‘sometimes you come out o f  the one-to-ones and think “I ’m fine now, I  don’t need anything” 
but i t’s not until you come away and start living normal again, living without the sessions that 
you ...think actually I  could do with more help ’ SU2
The clinicians’ ideas reflected a different idea about group membership.
‘Weprobably have to be quite careful about who goes into the group ’ Cl
Questionnaire
The questionnaire results revealed that the mode response to the questions was ‘strongly 
agree’ (35/36 responses, with 1/36 being ‘agree’). This demonstrates high satisfaction with 
the service and reductions in symptoms of OCD. The mean number of sessions attended since 
the group started was 14 (out of a total of 16 sessions).
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Discussion
This study aimed to evaluate the group effectiveness and explore the experiences of people 
who had been a part of the OCD rolling group. The results reflect an overall favourable 
experience and effectiveness of the group by service users. This was reflected in the 
questionnaire data whereby all respondents positively endorsed questions about the group 
experience and demonstrated a reduction in OCD-related behaviours. However, attention 
must be drawn to the respondent bias; two of the service users who declined to take part in the 
study were known to have viewed the group less favourably. Furthermore, there is often some 
bias in service feedback. Jenkinson et al. (2002) highlight the limited and optimistic picture 
painted by acquiescent participants. It is possible that there may have been motivating factors 
of concerns about the future of the group or wanting to appear favourably as they knew I was 
part of the service. However, as reflected in the results and the themes that emerged through 
the interviews, the experiences described by both service users and clinicians were very 
positive.
A strong emerging theme was that of confusion over the group identity. The confusion 
appeared to arise from several sources: the evolution of the group and an apparent lack of 
clear criteria about the group identity and group membership. Such confusion about group 
identity was likely to be impacting upon people’s experiences of the group and the co­
facilitator role, and ideas about developing the group. This can also be considered in the 
context of group development. Tuckman (1965) describes a pattern of forming, storming, 
norming and performing whereby each phase is necessary and inevitable for the group to 
grow. One explanation is this group was in the storming stage during which different ideas 
are put forward for consideration and the group addresses what the issues are and how to 
address them. As such, the process of deciding upon and gaining an identity may be 
considered a natural developmental process of the group. This evaluation could be seen to be 
a process within the storming, allowing ideas to be circulated and drawn together for 
discussion at the feedback session. It would therefore appear that for the group to progress, a 
clear identity and role of the group would need to be established, be it as a therapeutic, self- 
help or support group. Once the group identity is established, the group can move forward to 
gain clear agreed roles for the co-facilitators and future developments of the group, such as to 
whom the group is open and how to increase group membership.
Limitations
The major limitation of this study was the participant sample. The three service users who 
took part had all been invited to be co-facilitators and therefore may have had a different
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perspective of the group to those who attended purely as service users. Those people who had 
left the group or declined to take part may have had different experiences of the group which 
would have been interesting to explore. As previously mentioned, the positive bias typical in 
evaluations (Jenkinson et a l, 2002) cannot be ignored. Since I may have been considered to 
be one of the clinicians, the service users may have been less open with me than another 
service user; in addition, the clinicians may have also not said things to me as I was a part of 
their team. A further limitation was that the reliability and validity of the questionnaire had 
not been tested and the small numbers of respondents to the questionnaire.
Service implications and recommendations
The main finding of this study has been that all participants had a positive experience of the 
group and the service users reported reduced symptoms of OCD. An important factor to 
consider for future development is the identity of the group and how this will be decided.
Peck et al. (2002) highlight service user involvement different levels of service design and 
delivery. If the collaborative venture of this group between clinicians and service users is to 
continue, the decision about the identity of the group would therefore also have to be agreed 
between all members. In addition, some clarity about group membership would need to be 
agreed. The service users interviewed had all become a part of the group following straight 
on from individual therapy and therefore appeared to hold the belief that it is offered to 
everyone after therapy. This is in contrast with the eligibility criteria set out by the clinicians 
and this would need to be further discussed and clarified by the group.
A number of key points for potential development of the service were identified for 
consideration:
1. Gaining a group identity
2. Clarifying and expanding group membership
3. Clarifying the co-facilitating role
4. Attention to the structure of the group sessions
5. Reviewing the homework tasks (if the group is a therapeutic group; a support or self- 
help group may not operate under the CBT structure which involves an emphasis on 
homework completion)
These findings will be fed back to all participants at the next group. Future evaluations may 
consider involving service users in the evaluation process, for example in the interviews or in 
focus groups to possibly gain further information from other service users.
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Dear ,
I am a first year trainee clinical psychologist working with , consultant clinical
psychologist. I understand that has spoken with you at the past few OCD
rolling group sessions about me evaluating the group. As such, I am writing to you to ask whether 
you would be interested in taking part in the evaluation. It would involve an interview lasting 
between 30-60 minutes which can be conducted either at one of our bases in
or at your home. There is no obligation to take part in this study 
and your treatment would not be affected in any way, should you decide you do not wish to take part. 
I have enclosed an information sheet which has further details about the study.
I will contact you within the next two weeks by telephone. If you have any questions, or do not wish 
for me to contact you, please leave a message on . I look forward to
speaking with you.
Yours sincerely.
Supervised by
Trainee Clinical Psychologist Consultant Clinical Psychologist
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CLIENT INFORMATION SHEET
Evaluation of a service user-led rolling group for people with a diagnosis of Obsessive Compulsive
Disorder
W hy this study? The aim of this service evaluation is to find out from people who have used this 
new service for people with OCD Wiat they have found helpful and unhelpful, and how they would 
like to see services improved.
Why me? All members of the OCD rolling group are invited to participate in this study.
Do I  have to take part? We would be very grateful if  you choose to attend an interview. If  you do, 
you are free to decide how much you would like to participate in the interview, and you are free to 
withdraw at any time without needing to give a reason. This will not affect the care or treatment you 
receive in any way.
W hat will happen? The interview will last for between 30 minutes to one hour, and will be 
recorded. We will then listen to the recordings to identify common ideas, which will be summarised 
in a report.
W hat will happen to the results of the research study?
The findings will be presented to the OCD rolling group and the
Service, to help inform decisions about how to improve local service provision. You will 
also be sent a summary of the findings. No individual will be identifiable in any report or 
publication resulting from this study, and all information will be kept strictly confidential.
Who is organising the research? It is organised by Trainee Clinical Psychologist under
the supervision of , Consultant Clinical Psychologist, and , University
supervisor, to inform and improve service provision.
Further Information You are welcome to contact (details above) if  you would like
more information about the study.
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Appendix B - Consent form
Written consent for taking part in the study.................................................................................96
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CONSENT FORM
Evaluation of a service user-led rolling group for people with a diagnosis of Obsessive Compulsive
Disorder
Name of Researcher:
1 .1 have read and understand the information sheet dated..........................and have had the opportunity
to ask questions.
2 .1 understand that my participation is voluntary and that I am free to withdraw at any time, without 
needing to give any reason, and that this will have no effect on my treatment.
3 .1 understand that all personal data will be held and processed in the strictest confidence, and that I 
will remain anonymous in any report of the findings.
4. I agree to take part in the above study and for my interview to be recorded.
Name of Participant Signature Date
Researcher Signature Date
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Appendix C -  Evaluation Questionnaire
OCD rolling group satisfaction questionnaire.............................................................................98
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OCD Rolling Group Evaluation Questionnaire
We are conducting this questionnaire because we want to find out about your experiences of the OCD 
Rolling Group. Your feedback will help us to look at the group and improve it as required to ensure 
that it meets the needs of the people who use it. Thank you for your help.
General Information
1. Who referred you to the group?
2. When were you referred to the group?
3. How many sessions have you attended?
Please tick the extent to which you agree with each statement. Tick only one box for each
4. I felt the group was 
run well
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
5. I found the group 
helped me with my 
difficulties
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
6. I feel more able to 
challenge my 
misinterpretations 
of my thoughts
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
7. I feel more 
accepting of my 
intrusive th o u ^ ts
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
8. I am engaging less 
in compulsive 
behaviour
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
9. I am using fewer 
safety behaviours 
(avoidance, thought 
suppression)
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
10. I am focusing less 
on my intrusive 
thou ^ ts
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
11. I was happy with 
how the group was 
facilitate
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
12. Overall I was 
satisfied with the 
group
Strongly
agree
Agree Uncertain Disagree Strongly
disagree
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Appendix D -  Interview schedule
Semi-structured interview schedules.....................................................................................................100
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Semi-Structured Interview Schedule — Service users
1. Can you tell me about how you came to be part of the OCD rolling group?
(route, choice, previous experiences)
2. Can you tell me about your role in the group?
(perceptions of role, experience of role, good points of role, difficulties with role)
3. What was your experience of being a part of the group?
(relationships with other members, ease of being in group compared with individual 
therapy, group cohesiveness)
4. Were there any aspects of the group that you found helpful?
(techniques / general discussions)
5. Were there any aspects of the group that you did not find helpful?
(techniques / general discussions)
6. Is there anything that you would change or do differently in the group?
(anything missing? Balance in content and discussion, length, frequency)
Semi-Structured Interview Schedule- Clinicians
1. Can you tell me about how you came to be part of the OCD rolling group?
(route, choice, previous experiences)
2. Can you tell me about your role in the group? How do you perceive other people’s roles 
in the group?
(perceptions of role for self and SUs, good points of roles, difficulties with roles,)
3. What was your experience of being a part of the group?
(how did the role of facilitating with service users feel / work? Collaborative process? 
relationships with other members, group cohesiveness)
4. Were there any aspects of having service users as co-facilitators you found helpful?
(admin, engaging other service users, SUs perceptions of you)
5. Were there any aspects of having service users as co-facilitators that you did not find 
helpful?
(length of time it took for the SUs to take a co-facilitating role, training, SUs 
perceptions of you)
6. Is there anything that you would change or do differently in the group?
(anything missing? Balance in content and discussion, length, frequency)
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Appendix E -  Transcript
Excerpt from interview transcripts ..................................................................................... 102
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I: And what’s your experience like of being part of the group?
SU3: Brilliant actually. I mean I’ve not made it since January, I had my baby on the 28“’ January 
and I had two hospital appointments four weeks apart, missed 2 more groups. The last group, I 
mean I’m absolutely plastered in psoriasis, as you can see, the last group session I woke up on the 
Sunday in a terrible state and so Monday I had to get a doctor’s appointment and they gave me 4 
o’clock so I missed it again. But it’s definitely beneficial. Definitely.
I: And as a group do you think you’ve all got good relationships?
SU3: Definitely. Absolutely. Sadly one of the group rules is we’re not really meant to meet 
outside of the group, if  you make any special bonds with anyone you’re not meant to take that any 
further because it might make other people in the group feel as though they’re left out. In a way I 
feel that’s a shame because I think all of us as a group, whether it was a young one or an old one, 
would happily have got together, I don’t think you would have ever had favourites I think because 
you have a common ground and you appreciate what others are going through, I think we could 
have done that quite effectively but then again you have to have rules and if  things were discussed 
about somebody outside of the group that would be terrible, that’s the only sad part, I can see why 
they have to do that.
I: I guess that kind of reflects how well the group’s functioning if  you’re feeling that you are 
supported.
SU3: That’s it, very much so. It only takes one person to come in on their first day and before 
they’ve left you feel they’re completely part of the group. You just get a sense I think, the group 
thing, it’s all very well going for 1-1 counselling but the person who’s doing it often has never 
had it therefore there’s still that divide between. I’m not saying you have any animosity for them 
but you think you don’t really understand what I’m going through. When you suddenly meet 
people who’ve had it, especially when you’ve never met anyone and th o u ^ t you were the only 
person who’s had it, then it changes your whole idea of the whole thing. For me it was the best 
thing I ever went to.
I: It sounds like that’s a really helpful and positive part o f being a member of the group.
SU3:1 think it is a very very good thing. I think the only other side of it is that it’s a shame there 
isn’t more in the group. We’re very much a small group, expected to be much bigger than that but 
yeah, definitely worth it for sure.
I: And apart from meeting other people with OCD, are there any other parts of the group that have 
been particularly helpful? Or that you’ve really liked or enjoyed?
SU3: Urm, being able to talk about it with other people sat there. I mean by the time I got there I 
had no inhibitions about talking about OCD to anybody but there were certain people in the group 
who’d never talked about it to anybody so that definitely was another side of it that they could 
come into that room and talk about it and not feel embarrassed or stupid or you know, that was the 
good thing about it too, you know. And the fact that, it’s just knowing that there’s that sense of 
support there. And it’s a rolling group which means that you can come in and out as you wish. 
And I’ve been ok not going for the last couple o f months. Had a bit of a downer, could have done 
with going to the last one, the week before I was feeling really quite down about everything but 
knowing it’s there and knowing that if  you need to go you can go I think makes all the difference 
in the world.
I: And does it help knowing that, like you say, it being a rolling group, knowing that you, if  you 
want to go you can but knowing that you don’t have to?
SU3: yeah, because sometimes when things are set, the only snag to that is because the group is so 
small, if  two or three people can’t make that day, it’s, not a waste of time, it’s never a waste of 
time but it’s a shame because people go out of their way to get there and then there’s nobody 
there. That’s the only snag to rolling group if  it was a bigger group and it was rolling I think it
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would be better. But yeah, that is a good thing because you don’t have to feel the pressure to go if 
you don’t want to go but it’s there if  you want to, and that’s the good thing.
I: And in terms of the kind of structure, I mean you said there’s usually an agenda but you don’t 
always stick to it, is that helpful to have an agenda in the background or would you prefer it if  it 
was more free flowing?
SU3:1 think the agenda’s a good thing but maybe not every single time you have a group, maybe 
if  you have some groups where you can just do what you like. There is one pressure, just talking 
when we have our coffee break people talking together, and I know it’s an important part of it but 
the homework. You almost feel like you’re in trouble if  you haven’t done the homework and I 
don’t think you should have to feel that way. I think if  you don’t want to do the homework you 
shouldn’t have to. Even though the psychologists say that it’s a part of what you need to do to get 
better. I think the more they put that pressure on the less you want to do it. I think it’s got to be 
something you say yeah I’m gonna give that a go if  it works it works, it doesn’t work for 
everybody. I ’ll be honest 95% of the time I rushed it at the last minute, what did I do last week? 
Oh yeah I did that and I’m rushing to get the homework done so I don’t get into trouble. And 
that’s not what it should be about; it should be you do it because you want to do the homework to 
get better. I found I didn’t need to in many ways, I stored a lot of my working against it in my 
head, sometimes you work such a busy life, I work a full time job when I’m not on maternity 
leave, you’ve got work all day, things happen at work, you don’t write them down at work you 
haven’t got the time, a day’s gone past you haven’t written it down, another days gone past and so 
and so forth. That’s the only criticism I would have of the group.
I: And I guess part of that is you may be doing the homework but just not writing it down.
SU3: Yeah, that’s it ‘cause you’re doing it all the time, you’re fighting that OCD all the time.
And even if  you’re asked to do a thought process if  you suddenly think something like my god I 
didn’t turn the cooker off and you’re at work, now I would have once gone home, made an 
excuse. I’ve got this important phone call to make and gone home. But you’re talking yourself 
through that well hang on a minute, you did check that the cooker was off if  it somehow some 
little demons come in and turned it on, that’s not your fault. You’re doing that all the time 
anyway.
I: So the process is there.
SU3: The process is definitely there. For anyone who’s had OCD, for anyone who’s been taught 
how to do that process, will do that automatically because it does help so you’re not going do it 
because you need to do it.
I: S I  guess in terms of the group, there’s that expectation that you’ll have done it in that 
standardised way and that sometimes feels a bit pressurised.
SU3: And I think speaking to the others, some of the others felt that way too. It’s more, and I 
think the only drawback to the homework thing too is, and I don’t know this for sure, but I got the 
impression from one or two in the group that they may be put off going back if  they haven’t done 
their homework and I think they shouldn’t have to. It’s going to have a negative effect because 
someone who needs to go may not go back again. Do you understand what I mean?
I: Yes, so if  someone’s thought I haven’t done it therefore I can’t go back because
SU3: Yeah, they just think oh I’m going to be pointed out again.
I: What do you think would make it easier for people to come back if  they did feel that way?
SU3: Probably taking the pressure off that homework. Has anybody done anything they’d like to 
share with us as opposed to this is the, we’re given homework go away and do this this and this 
so I think in many ways they can give you advice o f what you can do if you need to but it 
shouldn’t be you must have done it. That’s the only thing I would say and that way if  people
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don’t feel the pressure, they don’t feel embarrassed going back. Even me, I think I’ll have gone 
back and I haven’t done any homework. And I’ve got to go back in there and say I haven’t done 
any, but because I’m the way I am, I’ll go in and say that and if  they don’t like it. But some 
people are too embarrassed to go back. I suppose it works for some and doesn’t work for others.
I: I guess in terms of evaluating the group it’s important to hear what could be potential 
difficulties for people and people who are struggling to go back.
SU3: Yes, I mean once or twice in the early days I thought I haven’t done the homework, I never 
contemplated not going ‘cause I certainly got more benefit from going than staying at home but I 
did used to feel a bit pressurised about the homework side of it. You know if  you haven’t done it 
you feel you should walk in with seven A4 sheets of paper, you never run out of things to say, I 
could sit here and talk about OCD for the next ten years, but yeah, the homework was a bug bear.
I: And was there anything else you say you found less helpful or didn’t like?
SU3: No not really, I think it’s the first time anybody had set a group up like that and it just 
evolved with everyone’s suggestions and you can’t have it one way because it wouldn’t suit 
someone else so they’ve got to, in many ways this agenda thing is a good thing because it’s got to 
appeal to everybody not just to what you want, ‘cause we’re all different with different needs and 
some people may want to talk about something, some people may want to discuss something else 
so you have to have some structure to it so yeah, no I think it’s been very good for me to be 
honest.
I: You say it’s evolved differently to perhaps how it was intended. Has it, has the way it’s 
evolved been a positive way it’s evolved for you or
SU3: Definitely, definitely. Because I think in a group situation like that these things have to take 
their course to work because that way if  everyone can say their peace and get what they want in 
the group and they do bits of everything for everybody, everyone’s happy so yeah, allowing it to 
evolve like That. Well we didn’t really allow it, it just happened. I personally think so anyway. 
Very positive.
I: It sounds like you’ve had a very positive experience
SU3: Very, I think it’s brilliant. I would hate to think that they would close it down. There’s 
some months when you get to that week and you think I’ve got group, I don’t think I need to go 
this month but the next month you could feel completely different and think thank god that group 
is there need to go.
I: And is having it once a month about right in terms of
SU3: It is, I mean initially when we first started it we wanted it a little bit more frequent, but to be 
realistic you often can’t have it more frequent, if  you’re working you can’t keep taking every 
other week off so yeah, once a month works quite well.
I: Is there anything you’d do differently, anything you’d change, any other ideas you’ve had about 
the group?
SU3: Urm, I would probably personally change the thing that you’re not allowed to meet any of 
the members outside of the group. I’m not saying that’s the right thing, who knows? You never 
know whether it’s a good thing or bad thing until you do it. There was another suggestion, I used 
to think we should be allowed to phone each other if  we were feeling down, we weren’t allowed 
to do that we had to phone a psychologist because at the end of the day you can’t be responsible 
for somebody else. I think that’s probably the right way to go, I didn’t initially, but thinking a lot 
about it, it is probably a good thing because if  you’re having a particularly bad time and 
someone’s constantly phoning you if  you’re sat in the evening, I don’t mind anyone phoning me 
I’ll talk to anybody but not everyone feels that way and I think somebody would feel under 
pressure oh they’re phoning me again and again and again and the problem with OCD as you
Volume One: Research dossier
Service related research project
105
know is you tend to rely on everybody else so get them to make your decisions for you so because 
you’ve got OCD and they have I think it would be easier for them to take the burden so it could 
have a negative effect
I: So you could both end up taking
SU3: Yeah and your OCD could get worse in many ways so no I don’t think there’s anything I’d 
change. I think it’s been very good and worked very well.
I: Is there anything else you want to add or say?
SU3: Not really, from my point of view it’s more positive. Apart from the few things I’ve said to 
you. I think it’s a brilliant thing. I think it would be a tragedy i f  for some reason you didn’t allow 
it to continue because for the few people in our small group, I know there’s so many more people 
who’ve got OCD and I think there’s so many people that could fill that room.
I: Part of it might be how do you get other people in, how do you expand it?
SU3: Yeah because the idea was people invited to the group are people who’ve already had 1-1. 
Now I certainly, at the very beginning when I was offered 1-1 and I cancelled it if  there had been 
a group I’d have gone in a heartbeat. I wouldn’t have worried about having 1-1 I’d have gone 
straight to the group.
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Appendix F -  Further examples of quotes
Further examples of quotes from transcripts to support themes...............................................107
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Theme Sub-theme Quotes
Personal gains Enjoyment ‘‘I ’ve enjoyed it enormously 
because I think groups are 
really quite good fun ” Cl
“I  really look forward to [the 
group] ” SU2
Shared understanding “they could come into that room 
and talk about it and not feel 
embarrassed or stupid” SU3
“the best thing is you don’t feel 
alone ” SUl
“I  think in many aspects that’s 
been the most powerful thing, 
normalising and not feeling 
alone ” C2
Personal growth “I  always get a buzz when I  see 
someone else starting to make 
progress and in a silly way it 
helps me...y  ou think I  can do 
that as well” SUI
The co-facilitator role Confusion “w e’ve struggled to find [our 
role]...Ijust see us as a support 
role to the professionals. I ’m 
not sure the professionals see us 
in those terms ” SUl
“the balance between the role 
has been the most challenge, in 
terms o f not being a colleague, 
but not being a patient or client 
either, and that’s been the 
biggest struggle ” €2
“there’s a slight difference 
between those that attend as 
service users and those that 
attend as facilitators” C3
Development of the role “At the beginning of that initial 
year, I  would have found it 
much more stressful because 
confidence was one o f those 
things, ?ry confidence had been 
totally shattered” SUl
“when the group grows and that 
role will grow because I  would 
love to be able to do that...to run 
i ta b i t”SU2
Experiences o f the role “it was a bit daunting at first...it 
doesn’t worry me now” SUl
“the feedback w e’ve got is that 
the service users who were 
asked to be facilitators really 
got quite proud..andfeel quite 
strongly about wanting to help
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other people ” C3
Developing the group Historical development
Future development
“we were trying to be patient 
led in the beginning....what’s 
happened is that i t ’s become 
therapist led over the last 12 
months” C2
“it might be worth making it at 
a different time ” SU2
“I  find it easier, more 
comfortable in the meetings 
when we ’re working towards 
some kind o f structure ” SUl
“w e’ve learnt something 
between the boundary of being a 
service user and being a 
facilitator and we still need to 
negotiate that without being too 
rigid” C3____________________
Gaining an identity Identity o f the group “’’maybe there’s a needfor an 
ongoing review of when the 
group changes...we might have 
stuck more signposts in the 
ground, had more reviews 
earlier on instead of just letting 
it evolve ” C2
“when we set it up, it was very 
much intended as a self-help 
group which was going to be a 
support group...it hasn’t really 
worked like that and they’ve 
needed more active treatment”
Cl
“the whole idea was that it was 
going to be a drop in sessions so 
people could come and then not 
come but it didn’t develop like 
that” SUl
“the group has developed totally 
different from the original 
concept” SUl________________
Identity of group membership “I  mentioned it [reduced 
numbers] to one of the 
therapists and she said they had 
been asking people and they 
weren't happy to come, or they 
couldn’t come at that particular 
time ” SU2
“we need to think about how we 
get people in, but people that 
would really benefit and people 
who it would be helpful fo r ” C3
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NHS
Î6 September 20œ
Charlotte Wing 
Trainee Clinical Psychologist
Dear Charlotte
I feel 1 really must write to you formally Just to say thank you for putting so 
much work Into reviewing our Rolling Group for the OCD patients and 
feeding back to them about the results of your audit. I think this has been 
very helpful in moving the Service forward cmd It was reolly nice to see that 
you had done sudh a thorough job v*ich 1 am sure we would not have had 
the time to do had you not taken It upon yourself to do It.
Once again, many thanks and I hope this project will help you with your 
course work.
Yours sincerely
: :
Clinical Nurse Specialist 
Cognitive Behaviour Therapy
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Abstract
Anorexia nervosa is a form of eating distress, with one of the highest mortality rates of any 
psychiatric disorder. There are many competing theories about the causal factors involved in 
its development and there is no clear consensus on effective treatments for adult sufferers. 
Community mental health team (CMHT) professionals are expected to provide psychological 
treatment and physical monitoring of people with a diagnosis of anorexia nervosa but with a 
lack of knowledge about how best to be helpful, professionals may find this difficult. This 
study presents a qualitative exploration of how professionals understand and use their 
experiences, perceptions and expectations with adults with a diagnosis of anorexia nervosa 
with a view to identify any factors that hinder or facilitate their work to inform future 
practice. Seven community psychiatric nurses (CPNs) and six chartered psychologists were 
interviewed and the data were analysed using Interpretative Phenomenological Analysis 
(Smith, 1996). A number of themes emerged with three main themes underpinning these: 
anxiety and risk, team work, and hope. The experiences described within these themes 
highlight the difficulties and factors that facilitate the work of the professionals with people 
with a diagnosis of anorexia nervosa. It is suggested that teams could work more 
collaboratively to manage anxieties, alongside greater consideration of the support and 
supervisory needs of CPNs and of training for all professionals. Research focusing on the 
factors that facilitate this work would further inform practice in how best to support 
professionals and people with a diagnosis of anorexia nervosa.
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Introduction
The introduction will give a brief overview of eating disorders with a specific focus on 
anorexia nervosa" .^ Constructions of, and treatments for, anorexia will be outlined before 
exploring the literature on people with a diagnosis of anorexia’s experiences of anorexia, as 
well as professionals working with this client group. The context of anorexia within the 
National Health Service (NHS) and the rationale for this study will then be detailed.
Eating disorders
Eating disorders have been described as a major healthcare problem (Becker et al. 1999) with 
anorexia reportedly having the highest mortality rate of all mental health disorders (Treasure 
et al., 2005). The prevalence rate of anorexia is currently estimated at 0.3 % (Hoek and van 
Hoeken, 2003). As described below, there is little evidence of any one effective treatment for 
anorexia. Steinhausen (2002) describes how a longer duration of anorexia is associated with 
poorer outcomes. Prognosis for adults with a diagnosis of anorexia may therefore be 
considered poor because they will usually have had a protracted experience of anorexia due to 
the average age of onset being in the early teenage years (Treasure et al, 2010).
Negative attitudes and stigmatising views of individuals with a diagnosis of anorexia are 
commonly reported by the general population (Stewart et al, 2006; Mond et al, 2006). Such 
negative views are also found to be held by health care professionals (Currin et a l, 2009; 
Burket & Schramm, 1995). Negative views may play a role in the reluctance to work with 
people with eating disorders (Burket & Schramm, 1995). Furthermore, perceptions of people 
with anorexia by healthcare professionals are considered a major determinant in how they 
interact with the person (Fiske, 1977). Therefore, it is important to understand the views and 
experiences of healthcare professionals who are working with people with anorexia to 
facilitate greater understanding of what may be hindering or facilitating the treatment of 
people with a diagnosis of anorexia.
Constructions of Anorexia
There is not the scope here to cover the numerous theories proposed that contribute to the 
general understanding, or lack of understanding, about why a person may develop anorexia. 
Grothaus (1998) provides an overview of the numerous theories from a variety of 
perspectives, including bio-psychological, cognitive, systemic, psychodynamic, feminist.
The use o f ‘Eating disorders’ and ‘Anorexia Nervosa’ to describe difficulties experienced by people 
who struggle with food and eating could be seen as sitting in the medical discourse. However, for 
clarity, 1 will refer to ‘anorexia’ from here on, as is common in the literature and because this is what 
was used by the participants in this study.
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sociocultural and genetic factors which have subsequently informed the development of 
treatment programmes within each of these frameworks (ibid). In summary, it is likely to be a 
combination of genetic, environmental, psychological and social factors that contribute to the 
development of anorexia. The recent growth in the social constructionist views around 
distress people experience has given rise to viewing such difficulties as not being located 
within an individual, but being co-constructed within the system in which that individual 
lives, thereby being influenced, formed and maintained by the dominant discourses of current 
cultural ideals.
Treatment interventions for Anorexia
The National Institute for Clinical Excellence (NICE) has been instrumental in guiding current 
NHS practice within mental health teams. The NICE guidelines for Eating Disorders (2004) 
recommend that people with a diagnosis of anorexia should generally be managed as 
outpatients, with psychological treatment and physical health monitoring. The guidelines 
suggest that cognitive behavioural therapy (CBT), cognitive analytic therapy (CAT) and 
family interventions may be beneficial, but that there is no ‘high quality research’ to support 
this. Despite the lack of such research demonstrating one clear effective treatment of 
anorexia, there are numerous studies exploring treatment, ranging from inpatient to outpatient 
settings (Maison et a l,  2004), and various therapeutic approaches. These include behavioural 
and cognitive behavioural approaches (Dare et a l, 2001; Fairbum and Harrison, 2003;
Gowers and Bryant-Waugh, 2004), family therapy and multi-family therapy (Krusky, 2002; 
Eisler, 2005), psychotherapy (Gowers and Bryant-Waugh, 2004), feminist psychotherapies 
(Orbach, 1993) and integrative approaches (Lacey and Read, 1993). Added to this complexity 
is the transition from child to adult services that frequently occurs for people with a diagnosis 
of anorexia (Treasure et a l, 2005) where the focus moves away from family interventions 
and/or involvement to individual work with the adult. In reviewing the treatment efficacy of 
these various approaches, it is difficult to make direct comparisons due to confounding 
variables such as variations in the designs of the studies, differing criteria for the participants 
and the outcome, and different measures being used.
As is frequently reported in the literature (for example Lambert et al, 2001), the non-specific 
factors are often pivotal in the outcome of therapy and this is usually centred around the 
therapeutic relationship between the client and therapist. In addition, a number of 
explanations have been proposed about why anorexia is deemed so difficult to treat, such as 
ambivalence towards change, resistance to treatment, comorbidity and compromised cognitive 
abilities and pharmacological effects in people who are severely malnourished and
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underweight (Kyriacou et al,. 2009). Despite this wealth of research, effective treatment for 
anorexia remains uncertain and it is suggested that improved treatment models are required 
urgently to take into account all these factors (Ben-Tovim, 2003).
Outlook
A  number of studies have explored the outcome for people with a diagnosis of anorexia 
(Wentz et a l,  2009). The outcomes commonly reported are mortality rates of between 5 and 
15% (Bulik et al, 1999; Emborg, 1999) and estimated recovery rates ranging from 17 and 
77% (Anderson, 1997; Herzog et al, 1999). In a review of the treatment studies for anorexia, 
Guarda (2008) found there to be a better prognosis for adolescents compared with adults 
across the various different treatment approaches with recovery rates of around 70%.
Only four published studies have explored long-term outcomes. Loewe et a l  (2001) found 
51% of people with an original diagnosis of anorexia had ‘fully recovered’, 21% had ‘partially 
recovered’, 10% continued to meet the diagnostic criteria for anorexia and 16% had died from 
anorexia-related causes. Wentz et a l (2009) followed fifty one people with a teenage-onset 
diagnosis of anorexia for eighteen years. At 18 years follow-up, and with no attrition, there 
were no deaths and only 12% of participants continued to meet the diagnostic criteria for an 
eating disorder at follow up, of which 6% met the diagnosis criteria for anorexia. However, 
this was a relatively small sample size taken from a homogenous college sample and may 
possibly not reflect the experiences, severity and outcomes of those people who present at 
mental health services. Furthermore, these studies largely based recovery on weight 
restoration, neglecting the psychological aspects of anorexia with regards to recovery.
It is also important to note the high rates of relapse in people with a diagnosis of anorexia 
(Pike, 1998) and the relatively common progression from the restricting subtype of anorexia to 
the purging subtype or bulimia nervosa for approximately 50% of the cases reported in the 
literature (Guarda, 2008) which further gives weight to the long term difficulties experienced 
by people.
Recovery
Given the generally pessimistic view about people with a diagnosis of anorexia ‘getting 
better’, and in line with the latest NHS initiatives towards the Recovery Model, research has 
explored what ‘recovery’ means for people with a diagnosis of anorexia. Traditionally, 
recovery has been focused on weight restoration and reinstatement of menses (Matusek & 
Knudson, 2009). However, given the relatively poor recovery rates and high rates of relapse
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following weight restoration (ibid), such factors for basing recovery on are considered 
insufficient (Richards et al., 2000). Matusek and Knudson (2009) interviewed three people 
who self-identified as being recovered from their eating disorder. They stressed the 
importance of attention to the whole being and incorporating the physical, emotional and 
spiritual aspects. Recent research has further explored those factors important to people who 
identify themselves as recovered from anorexia, in their recovery process. A number of 
common themes arose including being understood in treatment, motivation to change and 
future aims, and viewing recovery as a work in progress and not a defining moment (Federici 
and Kaplan, 2007).
Experiences of anorexia
More recently qualitative research has sought to explore people’s experiences of anorexia, and 
treatment for this, for greater understanding and to inform current practice. However, much 
of this research has focused on the experiences of adolescents with a diagnosis of anorexia, 
and those working with this group. Additionally, these experiences tended to be based within 
inpatient settings.
Experiences ofpeople  with a diagnosis o f  anorexia
As aforementioned, there are a growing number of qualitative studies exploring adolescents’ 
experiences of treatment for anorexia with a few studies looking at adult experiences of 
treatment.
Seeing beyond the anorexia
Maison et al. (2004) interviewed 39 people who had been hospitalised due to anorexia and/or 
bulimia. The construction of the person as an ‘eating disordered patient’ was identified as a 
dominant theme. There was a strong sense of feeling pathologised as an ‘anorexic’, removing 
the sense of being a person beyond their eating disorder and facilitating a power difference 
whereby they felt that everything they expressed was further pathologised as ‘the illness 
talking’. This notion of being viewed as an ‘anorexic’ and wanting to be seen as an individual 
is common across studies (Colton & Pistrang, 2004; Offord et a l ,  2006; Tierney, 2008).
Control and collaboration
Control and collaboration in treatment were commonly discussed. Offord et al. (2006) 
interviewed seven young people aged between 16 and 23 years about their experiences of 
inpatient treatment for anorexia. Alongside the theme of being treated as an individual, 
participants spoke about control and collaboration. Although some relief was expressed about
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the initial removal of control and feeling contained, there was a pervasive sense that a lack of 
control and collaboration over their treatment resulted in poorer outcomes than where a more 
collaborative approach was taken. Colton and Pistrang (2004) interviewed 19 participants 
aged between 12 and 17 years about their inpatient experiences who further endorsed this 
concept of control and collaboration through reporting they felt both “helped and punished by 
the structure and restrictions” set by their inpatient treatment (p.313). Thus, the sense of 
wanting some control of the anorexia taken by the staff but remaining collaborative over their 
treatment seemed important to participants.
What is wantedfrom  sta ff
Tierney (2008) reports on ways in which adolescents with a diagnosis of anorexia want to be 
helped by staff. He interviewed 10 adolescents who had experienced inpatient treatment for 
anorexia. All participants reported having felt some degree of hostility from staff as well as a 
focus on the physical impact of anorexia. Participants reported wanting staff to be 
experienced with working with people with eating disorders, as well as being able to 
challenge some of their thoughts and behaviours in a non-confrontational way. Akin to the 
previously mentioned studies, they wanted to be treated as individuals and for the 
psychosocial factors to be given greater consideration in treatment, rather than a sole focus on 
weight restoration as an end-point for treatment.
These studies all indicate that people with a diagnosis of anorexia are seeking to be seen as 
individuals and to work within a collaborative partnership with staff. Moreover, they want 
both the physical and mental health aspects of anorexia to be addressed and to be working 
with staff with experience with, and an understanding of, anorexia. However, these studies 
are based upon people who were either currently in treatment, or who had self-selected to talk 
about their experiences and perhaps accepted their given diagnosis. Furthermore, such 
research has been focused on inpatient experiences of treatment, which suggests the 
participants may have had lower weights or additional medical complications. Therefore, 
their experiences may be different to those people who had not had inpatient treatment or had 
not experienced any further medical complications.
The literature also widely reports that many people with a diagnosis of anorexia may lack 
insight into their struggles and thus not seek treatment (Treasure & Schmidt, 2001).
Therefore, whilst these experiences of people with anorexia and their expressions of what they 
would like can inform practice for staff, there will be a significant subset of the people with 
whom staff are working who do not wish to be in treatment. They may be unwilling to
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engage and may require a different, or adapted, approach to those suggestions found in the 
literature.
Experiences o f  s ta ff working with people with a diaenosis o f  anorexia 
Much of the literature on staff experiences of working with people with a diagnosis of 
anorexia has also been focused in inpatient settings. In particular, the research has broadly 
focused on nurses’ experiences, perhaps because, as highlighted by Newell (2004), “wherever 
people are being treated for eating disorders, nurses are to be found” (p.l).
The challenge
In reviewing the qualitative literature exploring staff views on their work with people with a 
diagnosis of anorexia, the challenge of working in this area is a recurrent theme. Ramjan 
(2004) interviewed 10 nurses working on acute wards in Australia with adolescents with a 
diagnosis of anorexia. Three major themes emerged from the data: struggling for 
understanding, struggling for control and struggling to develop therapeutic relationships.
These themes demonstrate the inherent struggle in the nurses’ work which impacted on the 
way in which they viewed and worked with the adolescents. A limitation of this study was 
that the nurses interviewed were general medical nurses without formal mental health training 
so their general difficulties with understanding the mental health aspects of anorexia may be 
reflective of their more physical health-based training. However, experiencing this work as 
challenging is replicated in other studies (Kaplan & Garfunkel, 1999; King & Turner, 2000; 
Newell, 2004).
Developing an understanding
Given the lack of understanding surrounding anorexia in the literature, it is not surprising that 
staff working with people with a diagnosis of anorexia struggle to understand how to best 
support someone and how to make sense of what is happening between themselves and their 
clients. Ramjan (2004) found that some of their participants were frustrated by the 
adolescents with anorexia as a result of believing they had “caused their own harm and needed 
to ‘fix it themselves’” (p.498). This perception of anorexia being self-inflicted is not 
restricted to the participants in this study: Crisp et a l  (2000) found that more than one third of 
their participants, the general population, believed that people with eating disorders were to 
blame and should ‘pull themselves together’. Consequently, without the understanding, it is 
unsurprising that staff find it difficult to work with people with a diagnosis of anorexia.
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Battles over control
Control is a common construct in the literature around people with a diagnosis of anorexia, 
with constructs ranging from the person with anorexia’s desire to maintain control in the only 
area, their body, they feel able to control (Orbach, 1978) to battles for control within a family 
context (Bruch, 1978). Jarman et al. (1997) explored the experiences of five professionals 
working within a child and adolescent team. Control emerged as a primary theme. Within 
this were three sub-themes: conceptions of the client’s desire for control, the disempowerment 
of the child with anorexia and the therapists’ sense of being in control. A variety of attitudes, 
understandings and beliefs around anorexia, treatment and control were presented, alongside 
difficulties therapists can experience in objectively holding professional control versus 
subjectively ‘feeling’ in control. Ramjan (2004) also found a struggle for control whereby 
participants described battles for control between the staff and ‘patients’ over the strict 
treatment programme, especially around food. Ramjan further reports on the inevitable 
impact this had on the development of a therapeutic relationship.
Therapeutic alliance
The therapeutic alliance is commonly reported as being difficult to develop and maintain 
when working with people with a diagnosis of anorexia (Wright, 2010). Given the struggles 
for control and lack of understanding, alongside the perceptions of being seen as an ‘anorexic’ 
rather than an individual by healthcare workers and frequent reluctance to be ‘in treatment’, it 
is perhaps understandable that there can be difficulties in the therapeutic relationship. Ramjan 
(2004) found that some of the nurses blamed the person with a diagnosis of anorexia as well 
as attributing negative connotations to the label ‘anorexic’. Similarly, Ryan et al. (2006) 
found their participants, nurses working children and adolescents with an eating disorder 
diagnosis, experienced the people with anorexia as ‘manipulative and untrustworthy’. In 
framing people with anorexia in this way, Ramjan proposed that the nursing environment and 
situations could not be therapeutic, thereby impacting upon the therapeutic relationship.
Responses to the symptoms o f  anorexia
Nordbo et al. (2006) describe how anorexia is different to other ‘patient groups’ because 
people with a diagnosis of anorexia give positive valuations to the symptoms experienced. 
Furthermore, people with a diagnosis of anorexia are commonly reported as having a lack of 
insight (Skarderud, 2007) or being very ambivalent about change (Geller et a l, 2001). In 
addition, very few people with a diagnosis of anorexia voluntarily seek treatment (Rosenvinge 
& Kuhlefelt-Klusmeier, 2000). Skarderud (2007) reflects how ‘few symptoms can create 
stronger reactions in therapists than anorexia nervosa and few require more forbearance’
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(p.327), further commenting on the subsequent rejection experienced by therapists and how 
this can result in fear and frustration. In addition, this rejection can be further felt by the 
reduced expression of affect (Lawson et a l, 2008), supported by Norbo et al  (2006) who 
found that people with a diagnosis of anorexia may ‘use’ anorexia as a way of managing 
negative emotions, resulting in healthcare professionals feeling distant and disengaged with 
their clients.
In addition, as a result of malnutrition and reduced weight, there is a risk of organ failure 
(Schwartz et al, 2008) therefore professionals working with people with anorexia are faced 
with an ever-present risk of physical health decline, and possibly death.
Impact on the self
King and Turner (2000) interviewed five nurses who had worked with adolescents with a 
diagnosis of anorexia in an in-patient setting. Six themes were identified including personal 
core values challenged, frustration and emotional turmoil. The authors describe how 
participants’ core nursing values, such as being non-judgemental and trusting, were 
challenged in their work with the adolescents, with a general lack of trust. This conflict with 
their core values resulted in discomfort. Furthermore, such lack of trust resulted in the nurses 
doubting themselves and feeling ‘sadness, anger and being disheartened’ (p. 142) resulting in 
frustrations with the work. Staff managed this in various ways whereby some ‘switched off 
and provided basic care. Others re-evaluated their position and deciding that their care was 
not the reason for the adolescents not returning to health. Such feelings of frustration, self­
doubt and exhaustion are further reported in the literature (Ramjan, 2004).
Setting the scene: Anorexia and the NHS
The current drive within the adult mental health system in the NHS is to offer people evidence 
based treatment using the stepped care approach; this involves offering people the most 
effective and least resource intensive treatment. Historically, people with a diagnosis of 
anorexia would be admitted for a lengthy period for weight restoration. However, in 
accordance with the NICE guidelines, alongside ‘patient choice’ and a lack of resources, more 
people are being treated in the community by Community Mental Health Teams (CMHTs; 
Jarman er a/., 1997).
With no clear identified treatment plan to offer, staff can be left feeling uncertain about their 
work. Treasure et a l (2005) report that staff working in CMHTs sometimes feel they lack the 
skills required to work with people with eating disorders. Anorexia, in particular, carries both
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physical and mental health risks which can be difficult to manage for professionals trained 
solely in mental health. Jarman et a l  (1997) suggest that a consensus in the literature on what 
is helpful would be beneficial to professionals but that currently such literature ‘fails’ the 
professional since there is no consensus or clear evidence base. Therefore, anxieties can be 
exacerbated by the knowledge of the low recovery rates, high rates of relapse and poor 
evidence base for treatment.
The combination of providing psychological treatment and physical monitoring, where there 
is no good evidence base for effective treatment, presents a challenge to mental health 
professionals. Furthermore, with a pervasive sense that it may not be helpful, alongside 
feeling unskilled to address the mental and physical health aspects of anorexia, professionals 
may be feeling burned out, frustrated and unwilling to work with people with a diagnosis of 
anorexia (King and Turner, 2000). People with eating disorders are now being seen within 
CMHTs whereas they may previously have received treatment, including inpatient treatment, 
from specialist services. Unlike with some other presentations of distress, people with a 
diagnosis of anorexia are largely not discharged when they do not engage with services, due to 
a very apparent physical health risk. Thus the experiences of CMHT professionals working 
with people on an outpatient basis rather than inpatient may present different challenges, 
including the monitoring and management of risk. Given these complexities, how are 
professionals experiencing and working with people with a diagnosis of anorexia who are 
living in the community?
Rationale for this study
The research has shown that eating disorders are still not well understood, with a particularly 
poor outlook for people who have had a diagnosis of anorexia for many years. Ryan et a l 
(2006) recommend research into a wider variety of treatments including the experiences of 
people with eating disorders as well as professionals’ experiences of their work with this 
client group. Numerous complexities of working with people with a diagnosis of anorexia 
have been discussed, including managing the physical risks and anxiety, and difficulties with 
engagement and developing a therapeutic relationship.
In consideration of these complexities and the dearth of research looking at experiences of 
working with adults with anorexia, I am interested in exploring the experiences of 
professionals working with these adults in the community. As reported by Fiske (1977), staff 
perceptions of people with a diagnosis of anorexia is a major determinant of how they will 
interact with the person, which will have significant implications for that person’s experience
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of treatment and services (Jarman et al. (1997). Through establishing how professionals 
perceive, understand and utilise their experiences in working with people with a diagnosis of 
anorexia, I hope to gain an understanding of what the challenges are and to identify areas for 
support and development, such as through supervision and training. In considering which 
professionals to interview, I selected two professional groups: chartered psychologists and 
community psychiatric nurses (CPNs). CPNs were selected because they are likely to have 
the most contact within CMHTs with people with a diagnosis of anorexia. Chartered 
psychologists working in CMHTs are likely to be involved in the supervision of other team 
members, including CPNs, as well as providing training for the team. Although interviewing 
two groups generates a large amount of data, I felt it was important to look at the experiences 
of different professional groups working within CMHTs to draw upon multiple perspectives 
to inform practice, supervision and training needs of professionals.
Therefore, my research question is:
How do CPNs and psychologists understand and use their lived experiences, perceptions and 
expectations when working with people with a diagnosis of anorexia in the community?
Method
This study aims to explore the experiences of CPNs and psychologists working with people 
with a diagnosis of anorexia. A central tenet guiding this research is that people’s experiences 
of events are influenced by the way in which they have understood such experiences and 
events. In this way, people can have different experiences of the same events. Therefore, I 
have selected qualitative phenomenological methodology since this is concerned with gaining 
a rich understanding of the meaning individuals give to their experiences.
Rationale for Interpretative Phenomenological Analysis (IPA)
Willig (2008) suggests that it is essential to consider the epistemological assumptions that 
guide the methodology selected in order to evaluate the knowledge the study produces.
IPA is an approach that is “committed to the examination of how people make sense of their 
major life experiences” (Smith et a l, 2009, p.l). IPA makes the assumption that there is a 
connection between people’s account of their experiences and their thoughts, beliefs and 
feelings about the event/experience (Smith, 1996). This approach seeks to produce 
knowledge of what and how people think about the phenomena under investigation, akin to a 
realist approach. However, Willig (2008) acknowledges how IPA also recognises the
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influence of the researcher’s own thoughts, beliefs and feelings in their understanding of the 
participant’s thoughts, thus adopting a reflexive production of knowledge since it is dependent 
on the researcher’s position. Thus, IPA is referred to as holding a critical realist position 
(Dallos and Vetere, 2005).
IPA assumes stability of the constructs people create around their experiences. The approach 
is phenomenological because of the focus on how people make sense of the topic under 
investigation, thus aiming to represent how the participant views their experience (Willig,
2008). It is also a constructionist approach since it is based on the assumption that the 
meaning is made through the interpretations of both the participant and the researcher and that 
such meanings are influenced by the use of language, culture, context and individual diversity 
(Dallos and Vetere, 2005). Furthermore, this emphasis on the research being about the 
interaction between the researcher and participant and the researcher’s active role in making 
sense of the participant’s sense-making highlights the double hermeneutic nature of IPA 
(Lyons and Coyle, 2007). The authors describe the two positions of the researcher within this 
process of double hermeneutics: the researcher aims to understand the experience being 
described from the participant’s perspective as closely as possible, whilst simultaneously 
seeking to stand back and make sense of what else may be implicitly implied through what the 
participant is saying, thus allowing for a rich analysis and understanding of the described 
experiences.
IPA was selected over other qualitative methods since its aims and epistemology are in 
keeping with this study. IPA is concerned with gaining a rich understanding and 
representation of the participants’ perspectives of their experiences in the format of themes, 
using the researcher’s interpretations to help make sense of and interpret the participants’ 
understanding of their experiences. Grounded Theory seeks to theorise a social process. In 
doing so, it looks for an ‘account of a phenomena’ as opposed to IPA that looks to gain the 
‘essence of the phenomena’ (Willig, 2008). This crucial difference of gaining a rich 
understanding rather than modelling the experiences was pivotal in my selection of IPA over 
grounded theory due to the scant literature in gaining a rich understanding of how 
practitioners are understanding their experiences in working with people with a diagnosis of 
anorexia.
The research design involved treating the two groups of participants as separate independent 
projects and conducting my analysis separately for each group. Whilst IPA is not concerned 
with directly comparing groups, it has been suggested that such an approach can be used to
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look at similarities and points of difference that may arise between two groups as a basis for 
generating hypotheses (Dallos and Vetere, 2005; Smith et a l, 2009). Given the nature of 
CPNs and psychologists working alongside each other in teams, IPA provides a useful 
framework within which such similarities and differences can be observed. These can then be 
considered for further understanding of the impact of such points of reference for the two 
groups, in supervisory and training needs, and working within teams.
Ethics
Ethical approval for this research was gained from Surrey Research Ethics Committee 
(Appendix A) and the University of Surrey Ethics Committee (Appendix B). The Research 
and Development department for the NHS Trust also approved the project (Appendix C). 
Ethical considerations included gaining informed consent, minimising, and planning for the 
management of, any distress resulting from the interview process, and issues of confidentiality 
and data protection (Appendix D). Additional concerns were raised about the potential impact 
of my personal experience of anorexia on the interview process and analysis, as well as the 
possible personal impact in researching a topic with such personal meaning. My training in 
clinical psychology has given me confidence in being able to remain open and curious during 
interviews, with clients or professionals, whilst also being mindful of the assumptions and 
values I may be holding. Making use of supervision facilitates this process of self-reflexivity. 
This approach was adopted with my research, enabling me to remain mindful of my own 
interpretations and influences, as well as being able to explore any personal impacts of the 
research. As detailed below, a number of credibility checks were also employed to keep the 
analysis as close to the data as possible, whilst acknowledging my own interpretative lenses.
Position as a researcher
In accordance with the epistemological assumption that the world is not objectively observed 
and thus is co-created, it was important for me to reflect upon my experiences and values and 
how these might affect my analysis. Whilst acknowledging the multiple factors that influence 
my position, I will detail those I consider most pertinent in my position as a researcher in the 
context of this study.
I am a trainee clinical psychologist who has personal experience of anorexia and have 
experienced a range of treatments with varying degrees of helpfulness from child and adult 
mental health services. This may have influenced me to consider the perspectives of the 
clients with anorexia whilst my participants were talking about their work, resulting in a less 
sympathetic and curious response to their comments and perceptions. Conversely, as a
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professional who has worked with people who struggle with various difficulties, including 
anorexia, I have occasionally experienced my own frustrations and difficulties in response to 
feeling ‘stuck’ with a client. Therefore, I may have adopted a position of responding more 
sympathetically to the participants’ accounts of their struggles and dilemmas. I believe that 
my unique insight from the perspective of a service user and a service provider enabled me to 
engage in both perspectives and thus respond sympathetically to my participants whilst also 
holding in mind the possible position and feelings of the service users. As such, my 
interpretative lenses may have offered a dual processing of both keeping close to what was 
expressed by the professionals with consideration of how this may be ‘played out’ in practice 
and the potential impact and considerations of this for future practice, support and training 
needs.
I had considered how open my participants would be with me due to my position as a trainee 
clinical psychologist and being supervised by the consultant clinical psychologist from the 
specialist eating disorder service. There was often a sense from the participants of feeling 
deskilled and not knowing how best to be helpful for their clients, which may be difficult to 
acknowledge. My position as a trainee, who may have been viewed to have had similar 
experiences, may have enabled people to freely talk about their personal and difficult 
experiences. I was also aware that some people may have been curious as to whether I had 
personally experienced an eating disorder and that this may have inhibited them from saying 
what they felt or resulted in more careful choice of language. During the interviews, I 
endeavoured to adopt a curious and inviting position and felt the participants were open and 
gave rich examples of their experiences and emotions. From the analysis of the transcripts, 
and the perceptions of the two psychologists who read sample transcripts, it did not appear 
that the participants were being guarded or careful with their choice of language.
As a White British woman, I also recognise the influence of society and culture on the ‘female 
ideal body’ and given that all my participants identified themselves as White British women, 
it is possible that some of them may have struggled around food and eating. Therefore I 
considered whether there may have been some additional influences coming from the 
participants who may have held dual positions of being a service provider, and therefore 
possibly have experienced some of the challenges of working with people with a diagnosis of 
anorexia, as well as someone who has had a personal understanding of the difficulties around 
food.
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Participants
Smith et al. (2009) describes how purposive sampling is best to recruit a relatively 
homogenous group. Therefore, this was selected to recruit chartered psychologists and CPNs 
working in CMHTs who had experience of working with adults with a diagnosis of anorexia. 
Given there is often just one psychologist working in a CMHT, I sought to recruit 
psychologists and CPNs working in the same locality of one NHS Trust in England, making 
the assumption that local trust policies and services would be similar. Smith et a l  (ibid) state 
that there is no “right” number of participants for IPA, although suggests that six is a 
reasonable size. Recruiting six participants from each professional group, and one further 
CPN for a pilot interview, allowed me to carry out a detailed analysis of each case.
Participants were recruited following a brief presentation of my research proposal at four 
CMHT team meetings and three Specialist Psychological Therapies (SPT) team meetings (due 
to psychologists working in both CMHTs and SPTs and not necessarily being present at the 
CMHT meetings). Information sheets were distributed (Appendix E) and staff who were 
interested in participating contacted me via email or telephone.
Thirteen participants were recruited in total, all female, of whom seven were CPNs and six 
were chartered psychologists. Two of the six psychologists were counselling psychologists 
and four were clinical psychologists. The names used to identify participants in this study are 
all fictitious. Tables 1 and 2 highlight the demographic characteristics of the two samples.
Table 1 : Demographical characteristics of the CPN participants.
Name Age range Ethnicity Number of years 
working with 
people with a 
diagnosis of 
anorexia
Number of 
people with a 
diagnosis of 
anorexia worked 
with
Anna 50-59 White British 25 75-100
Beth 40-49 White British 3 5
Claire 40-49 White British 5 8
Debbie 30-39 White British 3 10
Eleanor 40-49 White British 1 1
Felicity 40-49 White British 11 3
Gemma 60-69 White British 11 25
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Table 2: Demographical characteristics of the psychologist participants.
Name Age range Ethnicity Number of years 
working with 
people with a 
diagnosis of 
anorexia
Number of 
people with a 
diagnosis of 
anorexia worked 
with
Harriet 50-59 White British 5 6
Isobel 20-29 White British 2 3
Janet 30-39 White British 3 4
Kate 30-39 White British 4 10
Lisa 40-49 White British 15 20
Molly 50-59 White British 1.5 4
Procedure
All the interviews were conducted at the participants’ places of work in private consultation 
rooms. Prior to the interview, all participants completed a consent form (Appendix F). Each 
interview consisted of a semi-structured interview.
Semi-structured interviewing allows for a dialogue between the researcher and participant 
whereby questions can be adjusted or further probed following participants responses (Smith 
and Osborn, 2003). This also allowed for participants to explore meaningful areas that were 
not initially covered by the interview schedule. The interview schedule (Appendix G) was 
developed in accordance with these authors’ (ibid) recommendations whereby the initial 
questions were more broad and general and subsequent questions were more focused on the 
areas of inquiry. Following reviewing the literature and the research aims, and in 
collaboration with my supervisors, areas of interest relevant to the research question were 
identified. These were: understandings of anorexia, experiences of working with people with 
a diagnosis of anorexia, understandings of the impact of difficulties and positive experiences 
on the participant and their work, and support. The interview schedule was piloted with a 
CPN following which the order of questions was reorganised; however, with increasing 
interviews, the order of the questions tended to be more idiosyncratic to each interview. An 
additional question around participants’ views of prognosis was added after the first three 
interviews, following discussions in supervision about an emerging theme around ‘hope’.
Interviews lasted between 40 and 85 minutes. Having gained consent, all interviews were 
audio-recorded and transcribed verbatim. Smith et al. (2009) describes how IPA is concerned 
with content and therefore it is less important to detail the prosodic aspects of the interviews, 
such as lengths of pauses and non-verbal utterances. Furthermore, O’Connell and Kowal 
(1995) report the futility in transcribing that which will not be analysed. Consequently the
Volume One: Research dossier
Major research project
129
‘Mmms’ and other non-verbal utterances made during the conversations with participants 
were omitted.
Analysis
IPA (Smith, 1996) was used to analyse the data (see Appendix H for samples of analysed 
transcripts). Guidelines for this analysis were taken from Smith et a l  (2009). Here they 
acknowledge that there is no single method for analysing the data, nor is there a right or 
wrong way of performing the analysis. However, guidelines are proposed with the caveat that 
researchers should be flexible in their approach to the analysis. I therefore approached my 
analysis as follows.
The initial stage involved reading and re-reading a transcript from the CPN sample to become 
familiar with its content. Notes and comments were then made in the right-hand margin about 
what was felt to be significant. Such comments tended to be summaries of content, 
connections to other parts of the interview and preliminary interpretations or questions. From 
these notes, emerging themes were then documented in the left-hand margin. These emerging 
themes were then written on a separate page and from these, clusters were created of those 
that I thought linked together. These clusters were given summary names which represented 
the preliminary subthemes. Throughout the whole process, attention was paid to the original 
transcript and keeping the themes as close to what had been said as possible, as well as 
drawing upon my own interpretations. In this way, I aimed to ensure that these themes were 
grounded in the data.
This detailed process was repeated for two further CPN transcripts, chosen, after initial 
reading, by virtue of appearing to be different to each other in their content and privileged 
stories. I was mindful of the previous subthemes but tried to stay curious and open to new 
ideas. The preliminary subthemes were written on a separate page for each of the three 
transcripts. From these, I looked across the three sets of subthemes and began to cluster these 
to create a list of superordinate themes, whilst repeatedly returning to the transcripts and 
adapting or changing the themes as appropriate. This list of superordinate themes and 
subthemes was then used as a template to analyse the remaining four transcripts. When new 
themes emerged, I returned to earlier transcripts and added or adapted the subthemes 
accordingly so that the final set of superordinate themes represented the original data. As 
such, the superordinate and subthemes continuously evolved with the process of analysis.
The above process was then repeated for the psychologists’ transcripts. Finally, the two sets
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of superordinate themes were considered together for points of similarities and difference. 
Quality and self-reflexivity
Qualitative methodology has fallen subject to debate over the manner in which it should be 
evaluated and to my knowledge, in keeping with the non-positivist position of qualitative 
research, there does not exist one assessment of quality for qualitative research (Smith et a l,
2009). Furthermore, Willig (2008) argues that the type of quality evaluation criteria needs to 
reflect the specific epistemology paradigm of the research in question. A number of 
evaluative frameworks exist in the literature and for the purpose of this study, I drew upon the 
guidelines outlined by Elliott et a l (1999). They suggest that in assessing the quality of 
qualitative research, the following are important:
The perspective and position o f the researcher
As outlined in ‘Position as a researcher’, I have had personal and professional experience of 
anorexia. IPA recognises the interpretative lens of the researcher in the analysis and thus it 
was important to be transparent about such experiences, beliefs and assumptions throughout 
the process. Appendix I details the main themes that arose in accordance with this during 
self-reflexive interviews conducted with a colleague before, during and after the interviews.
Situating the sample
Tables 1 and 2 allow for the reader to gain a sense of the participants in my study.
Providing credibility checks
Throughout my research I gained regular supervision from two supervisors during which there 
was regular discussion about my interpretations of the data and the influence of my own 
experiences and values within this. Dallos and Vetere (2005) propose a number of approaches 
to validity. This involved self-reflexivity through keeping a research diary to keep track of the 
development of my thinking in addition to being interviewed before, during and after the 
interviews by a colleague. Thematic analysis was used to track the main themes arising from 
this (Appendix I) and consider their influence on my data analysis. I also conducted an 
independent audit whereby two clinical psychologists cross-checked samples of transcripts, 
with my left and right-hand margin comments, against my preliminary and refined lists of 
superordinate themes. Finally, respondent validation was employed through holding a focus 
group with the CPNs to seek their views on my interpretations to ensure I was staying as close 
to their meanings as possible. It was not possible to hold a focus group with the psychologists 
due to changes in posts and time constraints.
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In addition to the above, Elliott et al. (1999) also report the importance of keeping the 
interpretations grounded in the data. Exerts from the transcripts can be found in Appendix H 
to facilitate the reader’s understanding of the interpretations I have made.
R esults
This study aimed to explore the experiences of working therapeutically with adults with a 
diagnosis of Anorexia from the perspectives of CPNs and chartered psychologists. Nine 
superordinate themes emerged from the analysis of the CPN transcripts and eight 
superordinate themes from the psychologist transcripts. These are shown in tables 3 and 4.
Table 3: Master list of superordinate themes for the CPNs
Superordinate themes Sub-themes
1. Conceptualisations of anorexia • Symptomatology
• Physical and emotional presentation
• Duration
2. Anxiety and fear around 
managing the risk
• Experience of anxiety and fear
• Making sense of the anxiety and fear
• Managing the anxiety and fear
3. Interpersonal difficulties in 
working with people with 
anorexia
• Frustration
• Manipulation and honesty
• Ambivalence
4. Emotional impact on self and 
identity of working with people 
with anorexia
• “I just can’t do this anymore” : frustrations and 
feeling deskilled
• “pull on heart strings”
• Satisfaction
5. Frustrations with the systems in 
which people work
• Resistance to working with people with anorexia
• Difficulties with communication
• Frustration with lack of services and resources
6. Strategies for managing the 
personal impact of working with 
people with anorexia
• “don’t take it personally”: acknowledging ones 
limits
• Mixed caseload
7. Strategies for managing the 
interpersonal difficulties in 
working with people with 
anorexia
• Building the therapeutic relationship
o Importance of honesty 
o Collaborative work 
o Understanding the person’s perspective
• Setting boundaries
• Moving from an emotional to an intellectual 
response
8. Importance of support and 
supervision
• Type and availability of supervision and support
• Perceptions of support
9. “You can’t give up”: the role of 
hope
• Hope and optimism
• “one success can keep you going for a very long 
time”
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Table 4: Master list of superordinate themes for the psychologists
Superordinate themes Sub-themes
1. Conceptualisation of anorexia • Symptomatology
• Pervasive impact of anorexia
• Physical impact of anorexia
• Resistance and reluctance for treatment
• “ultimately we don’t really know”
• Seeing the individual
2. Impact on self of working with 
people with anorexia
• Frustration
• Questioning of self as a psychologist
• “on top of the world”: personal satisfaction
3. Difficulties and complexities of 
working in a team
• Perceived pressures from the team and system 
on self
• Difficulties arising within the team and system
• Importance of working as a team and not alone
4. Managing the anxiety and risk 
arising from working with 
people with anorexia
• “they are clients that create a lot of anxiety”
• “ultimately I don’t hold the clinical risk”: 
Responsibility
• Managing the risk
5. Engagement and developing the 
therapeutic relationship
• Difficulties in the therapeutic relationship
• Making sense of difficulties
6. Approach taken to working with 
people with anorexia
• What works?
• Engagement and collaborative work
• Selecting the focus of work
• Personal factors
7. Importance of support and 
supervision
• Type of supervision
• Availability of supervision
• Reflective practice
8. “ Hope is everything” • “hope is everything”
• Holding onto the positives
• Satisfaction by seeing change
Selection of themes for discussion
The limited space does not allow for full discussion of the rich data. Usually those themes 
most relevant to the research question would be selected to be explored in detail. However, 
all but one of the superordinate themes are inextricably linked to give an overview of 
participants’ experiences pertinent to the research question. Therefore, I decided to discuss all 
these relevant superordinate themes, grounded in verbatim extracts from the participants’ 
transcripts to illustrate the descriptions and understandings of the themes that have emerged 
from the data. The theme of “conceptualisation of anorexia” was more similar than different 
for the two professional groups, demonstrating their knowledge of the medical discourse of 
anorexia, for example talking about symptomatology and the effects of weight on cognitions. 
Since this theme reflected more upon the professionals’ knowledge base rather than their
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experiences, it did not seem as salient in addressing the research question. Illustrations from 
the transcripts to support this and additional quotes to support the other themes can be found 
in Appendix J.
The CPN and psychologist’s themes will be addressed separately.
CPN themes
Theme 2: Anxiety and fear around managing the risk
This emergent theme explores participants’ accounts of the anxiety within themselves and the 
team around the perceived risk of mortality in people with a diagnosis of Anorexia and how 
such anxieties impacted upon the positions people took.
2.1 Experience o f  anxiety andfear
Anxiety around working with people with a diagnosis with anorexia was discussed on both a 
personal level and a team and system level. On a personal level, participants spoke about the 
anxiety experienced in response to the physical presentation of their clients: 'they look half 
dead and bring with them a lot o f anxiety’ (Anne).
The anxiety was also reported to be located within teams and the systems in which people 
were situated: "there’s a lot o f  anxiety around working with them so people try to avoid it 
really...people fear it, people are frightened” (Debbie).
2.2Making sense o f  the anxiety andfear
The anxiety and fear was explained largely through concerns about the physical risk factors 
associated with anorexia: ‘‘the ones that seem to cause the most anxiety are the very 
underweight...your focus is purely on their physical health...those with very low BMIs are the 
most scary” (Claire). Beth also explained the anxiety around the fear of mortality based on 
the abuse people with anorexia’s bodies have experienced over the years of starvation:
"they ’re on the knife edge usually with[their] physical well being and it doesn ’t take a lot to 
[die] because their heart’s dodgey as well because they’ve abused their body so much ”.
Team and system anxiety was explained slightly differently. Here, such anxiety was 
understood to be related to either inexperience or a fear of being responsible and therefore 
accountable for that person’s life: ‘‘[colleagues] don’t like the responsibility o f  it, there’s a 
fear at the back o f everyone’s mind that this person might die and they refuse [to work with 
people]” (Anne). This sense of responsibility due to colleagues’ anxieties over working with
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people with anorexia and unwillingness to share the responsibility was frequently cited as a 
tension that arose in CPNs having to work alone and feeling unsupported. Anne further went 
on to describe how she felt "the buck stops with [her]
2.3 Managing the anxiety and fear
The CPNs reported using supervision and colleague support to manage their anxieties, as is 
referred to in theme 8, although reflected on the impact of not having such support: “I  do get 
very anxious when I  think somebody’s life is in danger, more so i f  I  don’t have anyone to 
share that anxiety with, which is sometimes the case” (Felicity). Additional strategies were 
reflected on to manage such anxieties. Claire reflected on how people took on very practical 
tasks to feel they were doing something and to reduce concerns over being held accountable: 
"people manage it, myself too, by frantically pursuing lots ofphysical investigations...feeling 
you are doing something...I’ve heard it said that i f  they do die, you can be in the coroner’s 
court and say they had all these checks done and they were normal”. As reflected on 
previously, it was also observed that other colleagues manage such anxieties through 
avoidance of working with people with a diagnosis of anorexia.
Theme 3: Interpersonal difficulties in workin2 with people with a diagnosis o f  anorexia 
This theme encompassed the difficulties arising from the CPNs’ direct experiences in working 
with people with a diagnosis of anorexia and feelings that arose from the interpersonal 
relationship.
3.1 Frustration
All the CPNs referred to feeling frustrated at some point during their work with people with a 
diagnosis of anorexia with Gemma reflecting "I think it’s probably the most frustrating area 
to work in ”. The frustration was expressed in a number of ways. Claire described how 
professionals periodically ‘‘[get] so frustrated in thinking all you have to do...all you have to 
do is eat enough” reflecting the frustration with the person’s not eating. Frustrations were 
also expressed in response to apparent deliberate choices people were making: "they just 
seem so in control and clear about what I ’m going to eat and what I ’m going to do that...they 
just block [you]” (Beth). At other times, the frustration was expressed in response to other 
behaviours such as “withholding information”: "There are times when someone’s really 
frustrating and you think ‘spit it out ’ and you almost think that they ’re choosing to withhold 
information ” (Debbie). This sense of frustration at the person’s level of openness and honesty 
was closely related with the subtheme of manipulation and honesty whereby the difficulties 
with these two factors tended to result in frustrations experienced by the CPNs.
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3.2 Manipulation and honesty
The sense of feeling manipulated was closely linked to feeling that the person with a diagnosis 
of anorexia was being dishonest. Some CPNs described feeling that the lack of honesty was a 
deliberate avoidance of taking responsibility and framed it as being manipulative: ‘‘People 
who use our service are not intrinsically honest with their anorexia and they will ideally 
manipulate the situation so that i t’s somebody else’s fault, somebody’s not contacted me or 
somebody hasn’t done this or I  can’t do that ” (Beth).
Other CPNs framed the lack of honesty in terms of struggling to be honest:
"I think the major difficulty is from people who are struggling to be honest with y  ou...when 
they ’re sitting there wide-eyed and saying ‘but o f  course I ’ve eaten all my meals ’ and yet the 
scales, the evidence... and I ’m not saying i t ’s a deliberate lack o f  honesty, i t ’s not that. I t ’s not 
a desire to hoodwink you but I  think it’s part o f  the illness. ’’(Gemma)
In considering the impact of feeling manipulated, Anne reflected on how it made it difficult 
for her to like her client: "She is very demanding and manipulative and that’s very hard to
3.3 Ambivalence
Ambivalence of the person with anorexia over whether or not they wanted support and to 
‘recover’ featured heavily in the CPNs considerations of the interpersonal difficulties they 
experienced in this work.
Gemma speaks about the individual’s ambivalence towards recovery: ‘‘I t ’s a challenge 
because very often...y  ou are working with people equally ambivalent about recovery. So 
there’s the rational brain that wants to get better and then there’s this huge anorexic side, you 
know, we talk about anorexia sitting on the shoulder with an incredibly loud voice...people 
feel pulled and so you ’re working with thatP Debbie further commented on how the person’s 
ambivalence over recovery and using the support offered can be frustrating for the person 
themselves: ‘‘she said ‘yeah, I  know I  haven’t been using sessions as well as I  could have 
done ’. She’s had a course o f  psychology too and that had come to an end and I  think she 
thought ‘actually I ’d  had the opportunity to use that and Id id n ’t ’...so I  then said ‘i f  we ’re 
going to work together we need to be in this together ’...I think she probably needed to know 
that I  was not feeling as frustrated as she was. ”
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Theme 4: Emotional impact on self and identity o f  working with people with a diagnosis o f  
anorexia
The experience and impact of anxiety was privileged by CPNs and thus raised to a 
superordinate theme within its own right. This emergent theme therefore describes the other 
emotions and resultant sense-making of such emotions from the CPNs’ work with people with 
a diagnosis of anorexia. Here CPNs also spoke about the impact this had on their identity as a 
CPN and feeling deskilled, but also speaking of a great sense of satisfaction.
4.1 “Ijust can’t do this anymore frustrations andfeeling deskilled
The frustrations previously mentioned sometimes resulted in the CPNs feeling deskilled due 
to an apparent inability to help. Gemma describes how despite her best efforts, at times the 
person continues to lose weight leading to her questioning her abilities:
"you ’re feeling deskilled anyway, because they’re not making any progress yo u ’ve done your 
training, yo u ’ve done your additional training, you ’ve done your reading. I ’m up to scratch 
with the NICE guidelines and the rest o f  it and you think you know how to handle this and you 
think you ’ve developed a good rapport, a good relationship. And then they lose weight and 
you think for God’s sake, what have I  done wrong? Your immediate reaction is to blame 
yourself. Gosh what did I  do wrong? ”
Eleanor also described feeling that sense of frustration and “inadequacy” at not being able to 
help: "you feel undermined and inadequate and knocked back in confidence that yo u ’ve not 
been able to help...it’s been a bit discouraging fo r me ”. Debbie reflected how feeling 
deskilled and frustrated has sometimes left her questioning her role: "she has been really 
really hard work and there have been times when I  thought 7just can’t do this anymore. ’”
4.2 "Pull on heart strings ”
The CPNs reflected on the physical presentation of people with a diagnosis of anorexia and 
their emotional responses to this, as reflected by Anne: "those who are very ill stick in my 
mind and I  worry about them much more ”. She further describes working with a particular 
client: "herprognosis is appalling...but she is so likeable, there’s something very engaging 
and endearing about her...I’m fond o f her andfeel protective towards her” highlighting her 
positive and protective emotions engendered by her work with a client with a diagnosis of 
anorexia. This sense of care and wanting to nurture was held by most of the CPNs.
At times it appeared that there was a sense of needing to not feel so emotionally involved or 
affected. Beth described how she tried to control her feelings: "you have to be really in
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control o f your feelings because the people with anorexia are very good at pulling on the old 
heart strings and getting you quite emotive. ” Gemma also described grappling with the 
extent to which she is emotionally involved and cares: "Not that you can become emotionally 
involved because that’s where families struggle, but you’re detached with some extent, but not 
totally detached and so you have to care. ”
4.3 Satisfaction
The CPNs also spoke about their sense of satisfaction experienced, which seemed to be 
located within a more positive framework. Eleanor described the impact of witnessing 
positive changes: “I  think when you see positive changes happening, that can boost you into 
feeling more positive ”. The satisfaction experienced in response to changes being made was 
further described by Felicity: "I think there is a certain amount o f  job  satisfaction when you 
actually see someone gaining weight, even just a little bit... there’s also a tremendous 
satisfaction when you do see somebody beginning to go into a recovery phase...that feels 
good. ”
Theme 5: Frustrations with the svstems in which people work
The emergent theme of frustration contained three main subthemes, as will be described, and 
detailed those factors that made their work feel more frustrating.
5.1 Resistance to working with people with a diagnosis o f  anorexia 
The CPNs described how there was a large resistance to working with this particular client 
group by many of their colleagues. Anne described how she "gets a bit frustrated and angry 
sometimes and I  feel I  am on my own with it because one o f  the consultants [psychiatrists] is 
very very wary o f  eating disorders and won’t get involved... [and] the [psychologist] says ‘oh I  
am terrified o f  them ”. This sense of reluctance was echoed by the other CPNs: "a reluctance 
o f  doctors here to be taking on more work which they would be having to do with [people with 
anorexia]” (Debbie). Thus reluctance was being experienced from colleagues but with 
different explanations for this: Anne initially described this more in fear and anxiety whereas 
Debbie explained it in a resistance to increased workload. Further insight as to why these 
reluctances occurred were explored by Claire: "I think that sometimes individuals, for a whole 
range o f  reasons, find  this particular disorder difficult to get their heads round, they find  them 
very frustrating and maybe the medics, fo r some o f  them it perhaps presses certain buttons 
that they just can’t deal with, get to grips with and they find  it too bewildering to connect with 
and work with it. And I  think other people are very anxious, quite scared about it and yeah, 
don’t know what to do. So people do avoid, they do avoid working with them ”
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5.2 Difficulties with communication
Difficulties with communication occurred both within the team and with other agencies, such 
as GPs. As highlighted by Beth, "communication between services, because there are so 
many o f  them, getting everyone in synch...so i t ’s liaising between the different services, i t ’s 
keeping the communication going, i t ’s a problematic thing?’ Difficulties were also described 
with the impact of the lack of communication on the CPN’s time, through having to chase up 
test results: ‘‘[GPs are] not as good at passing on information, they don’t pass it on quickly 
enough I  think... I  kind o f think it would be easier i f  we did all the monitoring in one place, but 
then o f  course you ’ve got the issue o f  resources and all that and do we take our time doing 
bloods and physical checks and weights” (Claire).
5.3 Frustrations with lack o f  services and resources
A  further difficulty expressed was the lack of services available. CPNs spoke about a lack of 
specialist inpatient services within the trust and the financial pressures and time consuming 
nature of having to admit people to units out of area: "anorexia is a lot more time consuming 
because... lots o f  my anorexic patients have gone up to [out o f  area units] and I  have to go up 
there, trekking up to [location] and backfor a CPA every six-eight weeks. (Anne). Beth 
further reflected upon the impact of the financial implications on the client and her frustrations 
around this: "specifically within the anorexia...they get passedfrom pillar to post across 
services because i t ’s seen as a financial thing. Who’s going to pay for it? And what keeps me 
on with some o f  them is they just need somebody, somebody who is there all the time ”.
In addition, the CPNs also spoke about valuing the recently developed specialist Eating 
Disorder Service but felt frustrated that this was only available for people at very low weights 
and was for consultations rather than treatment: "I think they would like to take on the whole 
spectrum, but at the moment, and i t ’s partly cost driven so i t ’s the very severe end o f  anorexia 
at the moment, they can’t go to the whole range, which is a shame ” (Felicity).
Theme 6: Strategies for manadn^ the personal impact o f  working with people with a 
diagnosis o f  anorexia
This emergent theme encapsulated the ways in which the CPNs sought to look after and 
protect themselves from the difficulties encountered from this work.
6.1 ‘‘don’t take it personally”: acknowledging one’s limits
Questions around responsibility were common amongst the CPN transcripts, particularly
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where they felt solely responsible. The CPNs spoke about two ways in which they managed 
this difficulty. Gemma spoke about the importance of acknowledging her limits: "actually 
acknowledging that we can only do so much. We cannot be totally responsible. And 
acknowledging that actually statistically this person may die... as long as you know yo u ’ve 
done everything that you can do, you then have to say I ’ve done what I  can ”. Debbie also 
spoke about resources she draws upon to enable her to ‘not take it personally, including 
reminding herself of the experiences of the specialist eating disorder service and the literature 
around prognosis: "I don’t take it personally, partly I  know research says that the recovery 
rate isn ’t very well so I  don’t feel that I ’m doing a badjob i f  people don’t get well” and "it 
doesn’t seem quite so bad i f  they ’re [the specialists] stuck with other people as well. ”
6.2 Mixed caseload
All the CPNs commented that they needed to hold a mixed caseload, with clients with 
different difficulties: “I  think I  need a mixed caseload, it would be too difftcult to just work 
with them ” (Felicity). In addition, Anne reflected on the apparent ease of working with some 
other difficulties in comparison with anorexia and needing that mix: "would I  have wanted a 
non-stop diet o f  anorexics? Or is it nice to have a little gentle OCD, easily cured 
agoraphobic? So the variety’s nice ”.
Theme 7: Strategies for managing the interpersonal difficulties in working with people with a 
diagnosis o f  anorexia
The CPNs spoke about a variety of strategies they employed to manage the potential 
interpersonal difficulties.
7.1 Building the therapeutic relationship
Feeling frustrated and manipulated, and managing the ambivalence were all seen to impact on 
the therapeutic relationship. This relationship was cited as being a crucial component of the 
work with people with a diagnosis of anorexia: "unless you have that therapeutic relationship 
you can’t go any further ” (Eleanor). Within this subtheme were a number of component 
themes:
7.1.1 The importance o f  honesty
Honesty was seen as an important factor: " if we ’re going to keep working together there needs 
to be some honesty between us ” (Felicity). Some of the CPNs said that being honest and 
sharing their mistakes with clients facilitated the non-expert position: " it’s about a basic 
honesty to say T don’t know why that happens, I  don’t know. No I  don’t know the answer to
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that hut I ’ll find  out’” (Gemma). Thus there was the expectation for the person with anorexia 
to try to be honest with the CPN as well as the CPN reciprocating this honesty,
7.1.2 Collaborative work
Linked with the notion of not taking the expert position, the CPNs spoke about trying to work 
collaboratively: "we ’II try to discuss it there with the person and try to come to some sort o f  
conclusion because i t ’s all very easy to say well le t’s try this, le t’s try that and then say to the 
person, who ’II say ‘ oh I  don’t think that will work. ’ So we try to come to some sort o f  
conclusion with them ” (Debbie). It was acknowledged that such collaboration is not always 
possible though, particularly with anorexia where there are physical risk factors involved:
"it’s actually allowing people to be who they are at that moment. More dijficult in nursing 
because its life and death, so there have to be certain sort o f  caveats in the service. You may 
have to admit someone to hospital, you may have to take control” (Gemma).
7.1.3 Understanding the person’s perspective
The CPNs spoke about how the interpersonal difficulties they experienced were more 
manageable when they had tried to understand the client’s perspective, "you ’re asking them 
to make these changes and they don’t and you get jrustrated but then you think ‘this is asking 
them to do what they fear most’ and how it is for them and then you think how they must fe e l” 
(Felicity). Anne describes how trying to see it from their perspective was also a way of 
facilitating the relationship "I try to get across to them that I  do understand how hard it is to 
put on weight. ..so I  do try to get into their heads and to try to make them feel understood by 
me ”. Furthermore, some of the CPNs spoke about seeing the person as an individual, beyond 
their diagnosis: "it’s about getting to know somebody, what they like (Beth).
7.2 Setting boundaries
Many of the CPNs referred to ‘setting boundaries’. Practical boundaries, such as availability 
outside of appointments, were described: "Then it’s establishing your boundaries. Yes, I  will 
give you my work mobile number. Yes I  will answer eventually, I  may be with somebody. 
Outside o f  the hours o f  nine to five you can leave me a message and I  will deal with it 
tomorrow” (Gemma). Boundaries for the CPN in keeping work at work and seeking support 
to manage their concerns about being too emotionally involved were also reported: "you have 
to be really careful, really boundaried because they’ll draw you in to s tu ff’ (Beth).
7.3 Moving from an emotional to an intellectual response
In line with strategy of not taking it personally, some of the CPNs spoke further about moving
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away from an emotional response. Felicity described this as "taking a step back to give 
yourself some distance and time, to not be too emotional and to be able to think things 
through Many of the CPNs spoke about taking a step back, or using reflective practice, to 
help with their work, as is outlined in theme eight. Debbie also spoke about moving from an 
emotional to an intellectual response as a way of managing: "Generally I  can say no, this is 
somebody who is actually very ill. I  try to look at the facts and think I ’ve got somebody here 
who weighs six stone so how can they be thinking clearly when they’re not eating anything? ”
Theme 8: Importance o f  supervision and support
This emergent theme featured heavily in the CPN’s accounts of their experiences, with 
accounts of feeling both supported and unsupported as well as reflections on the type, 
availability and preference for supervision and support.
8.1 Type and availability o f  supervision and support
The CPNs all spoke about the importance of having supervision: "I think they are a client 
group that could create considerable burn out in staff...if y  ou don ’t guard against that with 
supervision ” (Claire). However, there were variations in their experiences of supervision and 
the amount and type they were receiving. Some CPNs felt that they had an array of 
opportunities open to them: "you know yo u ’ve got other people you can refer to, you know, 
whether i t ’s the system we have now at [town], the [Eating Disorder] Hub... or whether i t ’s 
talking about it with my peers. We all have somebody who provides clinical supervision, so 
you can take cases to that person, and discuss them...what you ’re doing and how you feel. So 
here’s the ad hoc supervision, there’s the case formulation, there’s the clinical supervision ” 
(Gemma).
Other CPNs described how the supervision they had in place felt inadequate: "nothing 
supports me...my supervision here, I  generally don’t really talk about my eating disorders 
people because I  think there’s that, ‘oh, i t ’s not really something I  know anything about ’ ” 
(Debbie).
Supervision was generally framed as an arena in which to ‘vent’ their frustrations as well as 
an opportunity for reflective practice to make sense of what was going on. All the CPNs 
described feeling a need for specialist input at times from someone who had specific 
experience in working with people with a diagnosis of anorexia for both their knowledge but 
also a sense that they would really understand the frustrations: "I’d  like to have access to 
supervision from someone who really gets it, who really knows what i t ’s like to work with
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people with anorexia and who have that knowledge and expertise in knowing what to then do 
with them” (Felicity).
8.2 Perceptions o f  support
The availability of supervision did not always result in a sense of feeling supported: ‘‘my 
clinical supervisor supports me to a small extent but the people who support me more are 
[two colleagues] I  share an office with who take an interest in my case load and are very 
supportive o f  the fact that I  don 7 get support where I  should get it” (Anne)
Thus people were left feeling alone in this work as not only were they fi-equently the only 
people in the team who would work with people with anorexia, but they also then experienced 
isolation in not getting the supervision and support they felt they needed specifically around 
these needs: ‘''it’s as isolating as an illness in mental health [services] as it is fo r the person 
that has it really” (Debbie).
However, the CPNs also reported feeling supported: ‘‘there’s plenty o f  support around and 
you kind o f  know who to go to fo r guidance, based on their knowledge and skills and 
experience” (Eleanor). All the CPNs reported having mixed experiences of both feeling 
supported and unsupported in their work. Most frequently described, however, was the 
difference between feeling supported at a level that enabled them to generically ‘vent’, but not 
feeling supported in how to work specifically with people with a diagnosis of anorexia.
Theme 9: ‘‘You can’t 2ive up”: the role o f  hope
This emergent theme describes the CPNs expectations and experiences of working with 
people with a diagnosis of anorexia and their perceptions of the future.
9.1 Hope and optimism
The CPNs spoke about anorexia as being ‘‘a tough illness to beat” (Debbie) and its protracted 
nature: ‘‘I t ’s something that people have for ages and Pm not sure it ever goes away” 
(Felicity). They all spoke about trying to hold hope and optimism for people’s ability to 
recover but there was a sense that this was not always possible and they spoke about being 
optimistic but realistic: ‘‘I  try to always be optimistic and hopeful but you have to temper that 
with realism ” (Gemma), also reflected by Claire: ‘‘In the end i t ’s a sense o f  maintain some 
hope but also setting realistic aims. ”
This sense of hope and optimism seemed to be influenced by the CPNs’ experiences of
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working with people with a diagnosis of anorexia. For those that had experienced people 
making progress and ‘recovering’, there was a greater sense of optimism. However, for those 
who had not had this experience, there was a sense of less optimism and hope: "Fve not 
actually treated somebody with anorexia who has come out the other end...so i t ’s quite 
depressing really because I  don’t know anybody who’s had anorexia in our service who is 
okey-dokey now, they’re all still poorly” (Beth).
9.2 “One success can keep you going fo r a very long time ”
The impact of having worked with people with a diagnosis of anorexia who had made changes 
was significant and several of the CPNs spoke about this: "one success can kind o f keep you 
going for a long time really” (Debbie) who further describes how those experiences impact on 
her work: “I ’ll keep going with these other people because there is hope. ” Eleanor further 
reflected upon the personal impact of seeing someone recovering: “/  think when you see 
positivity and progress happening, that can boost you into feeling more positive, more 
hopeful. ”
Psychologist Themes
Theme 2: Impact on se lf o f  working with people with a diagnosis o f  anorexia 
This emergent theme encapsulated the effects of working with people with a diagnosis of 
anorexia on the psychologists personally and also their sense of professional identity. Akin to 
the CPN’s accounts, the anxiety was privileged in their accounts and thus resulted in a 
separate theme.
2.1 Frustration
Some of the psychologists spoke about feeling frustrated at times in their direct work with 
people with a diagnosis of anorexia. This was largely spoken about in the context of feeling 
frustrated when there appeared to be little change in terms of weight and/or food intake.
There was a sense of trying to contain this frustration in terms of the client not experiencing 
this : "I need to contain my frustration as i t’s an experience they ’II have had perpetually with 
‘why can’t you just eat?”’ (Lisa). Janet also described feeling frustrated at times when the 
person was not gaining weight but that she experienced this as a battle between frustration and 
holding empathy: “I ’ll be pleased i f  there is a battle rather than i f  I ’m just frustrated, that, 
you know. I ’m still, despite the difficulty, managing to hold some empathy. I t ’s when I  lose it 
that I  start worrying about where I ’m going with something”
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2.2 Questioning o f  se lf as a psychologist
All the psychologists spoke of times when they had questioned their abilities as a 
psychologist. They described their personal experiences of feeling deskilled, when not 
knowing what else to try or seeing no changes: "am I  going to affect much change here? " 
(Isobel)
They also described their recognition that working with this client group had a similar impact 
on many people: “anorexia is seen as very specialised so people can feel very deskilled... 7  
don’t know what to do, I  can’t do anything’” (Lisa). Here, anorexia was framed as being 
particularly difficult to work with, a concept that was echoed across the psychologists’ 
accounts and perhaps their way of making sense of feeling deskilled.
2.3 “On top o f the world”: personal satisfaction
In contrast to feeling deskilled and frustrated, the psychologists also spoke about the positive 
experiences they had and the emotional impact of this: "she’s really taken it on board and 
moved it forward and the final session was just amazing and I  came out o f  it on top o f  the 
world andfelt fantastic...I  wasn ’t really expecting that but it was really good. ” (Isobel). This 
was reiterated by Kate: “there’s been some where the person’s turned it around, and it felt 
good”.
Theme 3: Difficulties and complexities o f  working in a team
The psychologists spoke about the difficulties and complexities with working with teams and 
the system. The nature of these difficulties consisted of perceived expectations and pressures, 
communication difficulties and trying to understand and work with the team difficulties.
3.1 Perceived pressures from the team and system on self
The psychologists observed their different role compared with the care coordinators and other 
team members and how this impacted upon the focus of their work. They spoke about 
moving the focus away from food and weight, which was felt to be the aim of the rest of the 
team. As such, the psychologists commented on the pressure they experienced from the team 
to facilitate change: “Ife lt for one they were watching what I  was doing and observing what I  
was doing so I  felt pretty anxious about that and I  thought I ’ve got to get this right" (Isobel).
In addition, the psychologists reflected upon the pressure they experienced to ‘fix’ the person: 
"people think ‘we need a psychologist to see this person urgently because i t ’s really risky ’ and 
the expectation that we can come in and save the situation ” (Janet). It was also observed that 
there were occasionally pressures for the psychologists to take on roles that they considered to
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be outside of their remit: "Because the other difference is I ’m likely to be meeting with them 
regularly and that can create difficulties: 'can’t you do that? ’ and then i f  I ’m expected to take 
on a care coordinator role, that can create difficulties ” (Kate).
3.2 Difficulties arising within the team and system
The psychologists described a number of difficulties that arose when working in a team, both 
for themselves as individuals within that team and for other team members. Anxiety was 
frequently described and, as previously detailed, will be discussed in theme four.
Some of the psychologists reflected upon the different approaches people took and the 
tensions that arose from this. Janet spoke about the conflict that occurred when working in a 
medical model: “in a team where historically people are very medical model oriented...! think 
the psychiatrist might get into a le t’s sort out what it is we ’re going to do and get very 
practical. I  might want to get more reflective and you can have a care coordinator thinking I  
don’t know what I ’m doing”.
Lisa also reflected on the tensions arising from the practical versus the reflective positions 
within the wider system: “...which again challenges us as an NHS system because the 
government say what are you going to do? Well, I ’m not going to do anything. I ’m going to 
listen. I t ’s complex. ” Lisa spoke further about the pressures from the trust and wider system 
whereby "there’s frustratingly a lot o f  politics around” in the context of risk management, 
therapeutic approaches and pressures on services.
The psychologists also spoke about recent changes within the trust with eating disorders being 
given priority over some other forms of psychological distress for psychologists to work with. 
Molly described how “these clients are seen as high priority clients, particularly with the 
financial implications” which created some difficulties when, as reflected by Isobel: "ifyou  
haven’t got the space, you haven’t got the space ”.
3.3 Importance o f  working as a team and not alone
Team work and the importance of not working alone with people with a diagnosis with 
anorexia were highlighted by all the psychologists. Janet reflected how it “would be unusual 
i f  I  was working alone with someone with an eating disorder. ” She further discussed how she 
sensed all professionals preferred not to work alone with people with a diagnosis of anorexia, 
and the impact of knowing you would not be working alone: "often people don’t mind care 
coordinating i f  they know I ’m assessing because there’s a sense ‘I  know that something else is
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happening. I ’m not going to he working with that person on my own
The different roles and expectations of those roles within the team were also recognised as 
part of the team work. Harriet described how although she was working within a team, she 
did not necessarily feel that they work as a team. She describes the pressures experienced by 
the different team members when not truly working together as a united team: "it wouldfeel 
better i f  we all made decisionfs] jo in tly ... I  would say particularly the CPNs who tend to have 
to get the beds and push fo r the admission themselves, I  think they ’re in a really really 
difficult position...ifItry and sort o f  speak on behalf o f  the CPNs, people on the other side see 
me as not being very supportive to them, or being a bit disloyal or something. ”
Harriet further reflects on the possible benefits of the different roles within the team and the 
ease at which some difficult decisions can be made by team members holding different 
positions: "In a way i t ’s urm, i t ’s easier fo r them [care coordinators] to perhaps push fo r an 
admission because they ’re not so deeply involved in working with a person whereas perhaps 
as a clinician it is more difficult because you don’t want them to go o ff into hospital where 
they might not get much therapy. ”
However, as reflected by Kate, this position can be viewed more negatively by other team 
members: “And I  think that can be hard for other team members as well where psychologists 
can be seen to have a nice sort o f  protected role and they have to do the dirty work. But it 
does make the therapeutic work easier knowing you have that team ”.
Theme 4: Managing the anxietv and risk arising from working with people with a diasnosis o f  
anorexia
This emergent theme reflects the anxiety of the psychologists’ own experiences of anxiety and 
the issues that arise from the anxiety within the team and system and strategies employed to 
manage these anxieties.
4.1 “They are clients that create a lot o f  anxiety”
As reflected by Isobel, people with a diagnosis of anorexia were seen to elicit an anxiety 
response: "when I  think about anorexia, I  think about anxiety because it does create a lot o f  
anxiety. ” This theme was common throughout the psychologists’ accounts, as further 
described by Molly: "they cause a great deal o f  anxiety in teams and GP systems as well ”.
The causes of this anxiety were explained in two ways. The first was the emotional impact of
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seeing someone at a very low body weight and the anxiety this generated: “probably 
something that causes quite strong reactions because o f the physical look” (Molly) which was 
further supported by Harriet: “when you look at people and they look so painfully thin, you 
can Y help but be shocked by that, at some gut level within you. ” The anxieties were 
explained further on the conceptual level of what such low body weights mean in terms of 
risk, the anxieties about not knowing what to ‘do’ and the broader system worries around the 
financial implications of this, as summarised by Lisa: "I think there is a panic because people 
panic about what to do. They get stuck in that ‘what shall we do we've got to do something’ 
and I  can understand that as well because...! think on a trust level then there’s a lot o f  panic 
because o f  the money, because it costs so much. There’s also, there’s a high level o f  risk, they 
are risky clients and there isn’t, touch wood to my knowledge, a comprehensive treatment 
plan. So they cause a lot o f  anxiety. All the way through the system I  think, they do make 
people panic.”
Anxieties were also expressed in response to people ‘not getting better’ or making very slow 
progress. This was explained by Molly in terms of the expectations people were holding:
“it’s the anxieties people experience, i t ’s about not what you expect. So i f  you don Y have the 
expectation about them making huge progress then you don Y have the reaction ”.
4.2 “Ultimately I  don Y hold the clinical risk”: Responsibility
Many of the psychologists reflected that they were in a more ‘protected’ position in that they 
were not holding the responsibility for the people with a diagnosis of anorexia: "ultimately I  
don Y hold clinical risk in the team either” (Janet). Kate described how she was freed from 
some of the responsibility: “I ’m lucky enough to always be supported by another team 
member who manages the physical side which gives me the freedom to let go o f  that for  
somebody else to look after ”. Other psychologists spoke about their perception of colleagues 
experiencing that anxiety as a result of feeling responsible: “i t ’s very hard and the anxiety 
goes up...for GPs in particular i f  they feel they’re doing the brunt o f the physical monitoring. ” 
(Molly).
Lisa described how she felt the anxiety around responsibility was being held at multiple 
levels: “the anxiety isn Y being held currently at that sort o f  national, let alone trust level. I  
can understand that as a trust they have people screaming why [are people dying]?, you 
know, there’s a lot o f  politics. ” Thus the psychologists reported feeling that they were not 
personally in a position of responsibility but appreciated the responsibility felt throughout the 
team and wider systems.
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4.3 Managing the risk
Some of the psychologists had thought about ways of trying to manage the anxieties generated 
from concerns about risk: "I would also he wanting to help the team think about really, kind o f  
being quite clear about what the risks are, what would be the risks? Helping them see 
positive risk taking as well, which I  might have more o f a voice about than others... [and] 
involving the client’s decisions. I f  we ’re going to try to take some positive risks, what are they 
going to be? Is everybody happy? Where is the bottom line? ” (Janet). Through working as a 
team, encouraging positive risk taking and planning for ‘the bottom line’, Janet hoped that 
their anxieties and sense of responsibility may be alleviated. Lisa further spoke about 
managing the team’s anxieties through reflective practice: " it’s about taking time out as a 
team to reflect rather than get caught up in the emotions and worries that happen ”.
Theme 5: Engagement and developing the therapeutic relationship
This theme explored the importance placed on developing the therapeutic relationship,
difficulties encountered with this and their understanding of these difficulties.
5.1 Difficulties in the therapeutic relationship
The psychologists spoke about difficulties with developing and maintaining the therapeutic 
relationship. For some, these difficulties were described as being about the presentation of the 
person with a diagnosis of anorexia and questioning their honesty: “the thing with anorexics 
is they’re just so slippery and they really can sort o f  be so evasive and not completely truthful 
about what is going on and that’s really hard to work with because you ’re trying to build a 
relationship with them and really i t ’s just like, oh, are they really 100% true? They’ve got 
this hidden agenda the whole time. ” (Isobel)
Difficulties were also spoken about in terms of the psychologists feeling they had been unable 
to connect with that person and the impact this had on them: “it can start to feel a bit 
futile...that’s obviously to do with me not being able to have that connection with that person 
so I  could start to feel a bit hopeless ” (Harriet)
5.2 Making sense o f  the difficulties
The difficulties experienced in building and maintaining the therapeutic relationship were 
explained in several ways by the psychologists. Lisa described how some of the difficulties 
arose due to a lack of collaboration with the person: "And that might have been about me 
thinking this isn’t going very well, what am I  doing and it might also have been about her 
thinking she’s trying to encourage me to do something I  don’t really want to do ”. Isobel
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supported the idea of the impact of differing agendas: "you try to collaborate around it but 
you know, I  think getting that collaboration is difficult because the whole time you obviously 
do want them to put on weight and you know, you obviously do want them to address the 
anorexia but they don’t want to. ”
In addition, a key feature described in the difficulties in the therapeutic relationship was the 
reluctance and resistance of people with a diagnosis of anorexia to receive help, which 
therefore impacted on their experiences of trying to develop a relationship with them: “it’s the 
one client group where we have to work with people who don’t want to work with us... it 
usually comes through in a different way, not them asking fo r it so you feel like the team and 
everybody else is saying yo u ’ve got to do this piece o f  work but they might not want to. ” 
(Isobel).
Janet also described how she would expect difficulties to arise through the work and would 
therefore try to address these possibilities from the outset: “I  might also try to anticipate 
where the difficulties might come and be upfront with them from the beginning, you might 
expect to find  that this relationship will be difficult. I  guess all I ’m asking is that i f  there are 
difficulties that we can try to think about them. Sometimes i t ’s easier said than done but 
that’s the approach I  would take with them, being more transparent and open, upfront about 
it. ”
Theme 6: Approach taken to workin2 with people with a diasnosis o f  anorexia
This emergent theme describes the number of ways in which the psychologists approached
working with people with a diagnosis of anorexia.
6.1 What works?
Many of the psychologists reflected upon the lack of an evidence base for effective treatment 
which resulted in a sense of not knowing what to do. They spoke about seeking out as much 
information as possible, "readfing] the manual from cover to cover” (Isobel), but finding that 
what worked with one person, did not work with another: "something may have worked with 
one person and they think ‘brilliant that worked. I ’m going to take that to the next person ’ and 
then no, i t ’s the worst thing you could have done or said and then they run a mile” (Janet). 
Although different therapeutic models were discussed, there was a general sense that no one 
model worked exclusively: “there’s just not enough research evidence...in terms o f what 
approaches we use” (Harriet). However, externalising the anorexia was reported by many of 
the psychologists to be one technique that seemed to be helpful with everyone: “people
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respond really well actually. I  haven’t had anybody who hasn ’t responded to that so far ” 
(Harriet).
6.2 Engagement and collaborative work
Janet commented that “engagement will be key. I f  we lose that, there’s very little we can do. ” 
All of the psychologists stressed the importance of working collaboratively: “ifyo u ’re 
collaborating with someone, working with them, then dijficulties between you aren’t going to 
take place" (Molly). To facilitate such collaboration, psychologists spoke about listening to 
what their clients wanted and the impact of not doing this; “the client was saying she wants to 
deal with loads o f  things, she wants like emotion stuff. I  still went down the food monitoring, 
you know, weight monitoring and all this jazz and the whole time it just felt like I  was trying to 
push a square peg into a round hole. It was just not working. ” (Isobel)
6.3 Selecting the focus o f the work
Most of the psychologists spoke about moving the focus of the work away from the anorexia 
and responding to individual needs. In doing so, this facilitated working with some of the 
resistance to help posed by some of the people with a diagnosis of anorexia: “"people come 
through with anorexia and people think anorexia is the piece o f  work and really, is it?
Because i f  they ’re not wanting to look at that, there’s no point trying to get people to'’ (Lisa). 
Moving the focus to emotions and relationships was a common factor expressed by the 
psychologists and they spoke about how they addressed this with their team: “I  think i f  Isay  
i t ’s not going to be very helpful to just focus on the anorexia ...they just respect that you ’re 
going to do what you ’re going to do...you can look at other things and still affect some change 
in the eating disorder” (Isobel)
6.4 Personal factors
A  number of personal characteristics were described as being helpful in working with people 
with a diagnosis of anorexia, as summarised by Isobel: “Just whatever helps relationship, 
style, not pushing someone, being thoughtful and empathie, collaborative, listening, being 
flexible...just being really supportive...people just say I ’m quite a relaxed and calm, not very 
formal, you know, free and I  think people with anorexia quite like that. ”
Theme 7; Importance o f  support and supervision
This theme looked at the importance and availability of support and supervision. All the 
psychologists mentioned this as a fundamental part of their work and felt well supported: “I  
also put a lot o f  priority on getting support myself. Iwouldn ’t do this work ifld id n  ’t feel I
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had a very supportive manager...! think that’s a really important thing, getting good 
supervision. ’’ (Harriet).
The psychologists described a number of different types of supervision opportunities available 
to them: “I  have an individual supervision, a one to one. And then I  have two different group 
supervisions. One is CBT ...I also have a peer psychodynamic supervision group ...As well as 
just being able to debrief or ojfload in the team...there’s another psychologist in the team so I  
can do that with her, but also, you know, the team manager ’’ (Janet).
Supervision was seen as an opportunity to reflect on difficulties, seek specialist support and 
advice and for further teaching and knowledge and skills building. It was noted by many of 
the psychologists that they felt privileged to have such support and the potential impact of not 
having this support: “there are people working completely unsupported and le a n ’t imagine 
what that’s like, it must be terrible” (Molly).
Theme 8: “Hope is evervthins”
This emergent theme explores the role of hope and optimism experienced and held by the 
psychologists.
8.1 “Hope is everything”
All the psychologists reflected on the importance of hope: “hope is an important ingredient in 
all treatments” (Molly) and “hope was everything” (Kate). However, there was also a sense 
of tempering this with understandings about prognosis: “part o f  the difficulty is when I  get to 
see people they’ve had the anorexia fo r ten years or more so the prognosis is not that good 
but at the same time, I  wouldn ’t be working with them i f  I  didn ’t think there was any 
possibility to change ” (Harriet).
Janet additionally spoke about the importance of holding hope within the team: “sometimes 
we have to hold that as a team because the client might not be able to. ”
8.2 Holding onto the positives
The psychologists spoke about noticing any positive changes and how this fuelled further 
optimism and hope. Harriet reflected on how optimism can be difficult to maintain: “because 
we don’t have a good sense o f what works and what doesn’t, i t ’s hard to feel optimistic when 
you ’re going into something. ” However, Janet identified how lowering expectations helped 
herself and the team to maintain such optimism: “And I  think i t ’s about in some ways lowering
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expectations is important. Because then ifpeople exceed them, brilliant ...and i f  we assume 
things will take a long long time and they don % i t ’s a bonus. ..s o l  think where expectations 
might shift, even i f  they ’re lowered, that’s not necessarily a bad thing because it enables us to 
maintain some optimism. ”
8.3 Satisfaction by seeing changes
The psychologists’ accounts reflected the impact of seeing people making changes and the 
satisfaction and hope this generated: “i t ’s one o f  the reasons I  do always see there’s hope 
because when you see people change obviously that does make an impact on you knowing 
people can change, more than just reading about i t” (Harriet). This was also tempered by the 
idea of the high rates of relapse: “I  think you ’re looking for the smaller changes, I  think i t ’s 
slow change...but there is a high rate o f  relapse and you have to be preparedfor that too ” 
(Kate).
Outcomes of credibility checks
The thematic analysis of my research diary and interviews (Appendix I) highlighted key 
themes of ‘seeking to understand the participant’s perspective’, ‘appreciation of my own 
perspectives’ and ‘the meaning of hope’. These themes and their influence on the 
interpretation were discussed with my supervisors, drawing attention to the importance of 
hope for me personally and ensuring this was grounded in the data, which was confirmed.
Through the independent audit, my superordinate list was found to be meaningfully linked 
with the emergent themes and grounded in the data. This process further enabled me to refine 
which emergent themes were best clustered together to give rise to higher-order themes, for 
example collapsing the themes of ‘feeling supported’ and ‘feeling unsupported’ into a theme 
of ‘perceptions of support.’ This process continued throughout the analysis.
Finally, a focus group was held with two of the CPNs (all were invited) whereby the 
superordinate and subthemes were discussed in terms of how coherent they appeared and 
whether my meaning-making of their experiences fitted with their own sense of this. Both 
CPNs reported that all the themes were congruous with their experiences. They discussed the 
themes of anxiety and risk, team work and support, and hope in greatest detail. Through such 
discussions, they also identified the need for further training for themselves as well as 
colleagues who appeared reluctant to working with people with a diagnosis of anorexia. They 
also felt they would benefit from a peer support group with colleagues working locally with 
people with a diagnosis of anorexia to reduce the isolation experienced, share skills and ideas
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and to offer vicarious experiences of hope for those people who had not worked directly with 
people who had ‘recovered.’
Discussion
The following discussion will consider how CPNs and psychologists understand and use their 
lived experiences, perceptions and expectations when working with people with a diagnosis of 
anorexia. The findings of the CPNs and psychologists experiences will briefly be explored 
separately. Through extensive engagement with the transcripts, points made in the focus 
group and discussions in supervision, three main emergent themes appeared to underpin all of 
the participants’ experiences. These will be discussed in greater detail. The clinical 
implications, methodological limitations and future research will then be explored.
Summary of the CPNs’ experiences
The CPNs described the interpersonal challenges of feeling frustrated, manipulated and 
working with the ambivalence of people with a diagnosis of anorexia, in support of the 
existing literature (King and Turner, 2000). They reported some attempts at viewing the 
behaviours as “part o f  the illness” rather than the individual. Additional strategies utilised to 
manage such difficulties were also explored. The impact on self and identity were discussed, 
including feeling deskilled, sadness and also satisfaction, again supporting existing literature 
(Ramjan, 2004). Attention was also paid to how the CPNs had sought to manage some of 
these challenges; namely through acknowledging their limits and ensuring working with a 
‘mixed caseload’ to facilitate more positive experiences.
Three central themes appeared to underpin the CPNs’ experiences: anxiety and risk 
management, teamwork and support, and hope. These three themes will be discussed in 
greater detail below in relation to the findings from the psychologists’ experiences and the 
implications for future practice.
Summary of the Psychologists’ experiences
The psychologists spoke about the personal impact of working with people with a diagnosis of 
anorexia in terms of feeling frustrated and questioning their professional identity, alongside 
feelings of satisfaction. Difficulties with developing the therapeutic relationship and working 
collaboratively were also discussed. Although there has not been any research looking 
specifically at psychologists' experiences of working with people with a diagnosis of anorexia, 
such findings are supportive of the literature on nurses’ experiences (Wright, 2010). The 
psychologists expressed their difficulties with not knowing what works and managing such
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uncertainty as well as identifying those personal characteristics that they perceive to be 
helpful in their work.
As with the CPNs, three themes seemed central in the psychologists’ experiences: 
management of anxiety, team work and support, and the role of hope. These three themes will 
be discussed in greater detail below in relation to the CPNs’ experiences and implications for 
future practice.
Exploration of the underpinning themes
The themes underpinning the experiences of the CPNs and the psychologists could 
collectively be considered as: managing anxiety and risk, team work and support, and the 
importance of hope.
Anxietv and fear around managing the risk
All the participants discussed their personal experiences of anxiety in response to the physical 
appearance of the people with a diagnosis of anorexia and their perceptions o f anxiety within 
their colleagues. Sense was made by the CPNs and psychologists of such anxiety being about 
the physical impact of seeing someone looking “half dead” and the fear of the person dying. 
Both the CPNs and the psychologists also attributed their colleagues' anxieties to similar fears 
of death but further explained this in terms of responsibility. The CPNs’ accounts implied 
that they felt their colleagues did not want to be held responsible and blamed, mirroring their 
own fears; for example Arme, CPN, spoke about feeling "the buck stops with [her]". The 
psychologists also attributed colleagues’ anxieties to a sense of personal responsibility but did 
not appear to experience this anxiety around responsibility themselves. Janet, psychologist, 
described how she always worked with other colleagues and expressed how “ultimately I  
don't hold the clinical risk". Consequently, this may reduce the sense of sole responsibility 
due to having another colleague involved. Alternatively, it may be due to perceptions of risk 
being located in the person’s physical health: if the psychologist’s colleague is managing the 
physical health side, the anxiety experienced by the psychologist around responsibility for this 
is greatly reduced. Therefore there appeared to be a difference in perceptions of who is 
holding the responsibility and risk between the CPNs and psychologists’ accounts.
Robinson (2009) reflects on the continued prevalence of the blame culture within the NHS 
and the anxiety of some health workers being blamed for adverse events. Morgan (2007) 
describes how this allocation of blame needs to be addressed to facilitate good clinical 
practice and highlights the importance of risk assessment and management being an ongoing
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multi-disciplinary process. Such differences in the participants’ experiences over who holds 
the responsibility will undoubtedly impact upon the individual’s anxiety and their work.
In managing these fears, the CPNs reflected upon their sources of support. Supervision was 
generally described as an arena to manage some of their anxieties but they also acknowledged 
how they often felt unsupported within the team. In the absence of feeling that support, the 
CPNs described turning to practical interventions, “feelingyou are doing something”, and 
being seen to have ‘done’ something, should the person die and their practice be questioned. 
Similarly, the psychologists reflected upon seeking out of more information, knowledge and 
advice to feel they have something to ‘do’. When feeling little control over a situation and in 
a high state of anxiety, Menzies (1960, cited in Lawlor, 2009) describes how people turn 
towards something concrete and tangible to focus their energy on and something they ‘know’. 
With no clear consensus on effective treatment interventions for adults with a diagnosis of 
anorexia, and thus not knowing what to ‘do’, it is likely that this additionally impacts upon 
professionals’ anxieties, both with knowing how to be helpful and management of risk. The 
psychologists’ approach to managing that anxiety was approached through working with the 
team, for example encouraging joint decision making around clients and valuing the benefits 
of different roles for colleagues working jointly with people with a diagnosis of anorexia. 
These ideas support the work of Onyett and Ford (1996) who describe how team work, clear 
roles and goals, and collaboration within the team facilitate more effective team work.
Team work
The literature is sparse on the difficulties arising from working within a team with people with 
a diagnosis of anorexia. In this study, frustrations with team work were spoken about by all 
participants. The frustrations experienced by all the CPNs were focused on the perceived 
reluctance of colleagues to work with people with a diagnosis of anorexia, difficulties with 
communication and a lack of services and resources. The CPNs attributed such reluctance as 
being due to anxiety and increased workload. The existing literature accounts for such 
reluctance as a result of negative attitudes and stigmatising views of people with a diagnosis 
of anorexia (Burket & Schramm, 1995). It is possible that anxiety and fear is an additional 
factor to such reluctance or it may underpin the negative attitudes through people feeling 
helpless in helping people and consequently developing a more negative attitude towards 
them. Such reluctance of colleagues to working with people with a diagnosis of anorexia also 
appeared to result in the CPNs feeling isolated in their work. In contrast to inpatient settings 
where people with a diagnosis of anorexia are generally undergoing a re-feeding programme 
and therefore likely to be less 'at risk', people living in the community may be considered at
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greater risk and therefore CPNs may feel a greater sense of responsibility for such people 
when working alone with them. In comparison, the psychologists reflected that they never 
worked alone with this client group. Thus, although their experiences differed, both the CPNs 
and psychologists shared common beliefs about not working in isolation with people with a 
diagnosis of anorexia.
All the participants spoke about the importance of support and supervision with their work 
with people with a diagnosis of anorexia, where burnout rates were considered high by some 
of the CPNs. Supervisory needs were discussed in terms of wanting supervision from people 
with specialist knowledge and experience of eating disorders, as well as more general support 
with their work. The experiences of such supervision and support reported by the CPNs and 
psychologists varied. The CPNs reported some support and supervision opportunities 
available to them but described they often lacked the guidance they wanted, resulting in a 
sense of feeling more alone in their work. Conversely, the psychologists reflected upon a 
number of supervisory options available and felt well supported in their work. Reflective 
practice as a team was also considered important by the psychologists who saw this as part of 
their role. It is of note that none of the psychologists worked in the same teams as the CPNs 
in this study.
In considering the differing experiences, it is useful to think about the effects of such 
experiences. Burnout in nurses working with people with eating disorders is reported in the 
literature (Ramjan, 2004; Ryan et al, 2006). Edwards et al. (2006) found that effective 
clinical supervision results in lower rates of burnout for CPNs working in CMHTs. Indeed, 
there is a difference between feeling supported in an emotional sense of how difflcult the 
work is and being supported in a practical sense of being guided as to what to then ‘do’. The 
accounts of the CPNs’ experiences reflected a greater sense of feeling more unsupported and 
frustrated than did those of the psychologists. This could be reflective of the differing 
experiences of supervision and support.
Finally, all the participants reported feeling pressures from the team. The CPNs described 
how poor communication both within teams and the system resulted in a heavy workload due 
to seeking physical investigation results and a lack of local services. Furthermore, because 
they were working in isolation, they felt all the pressures fell on them. The psychologists also 
observed the pressures on the CPNs with respect to decisions being made, “finding beds" and 
feeling undervalued. One psychologist reflected on the difflculties she experienced when 
trying to support the CPNs, with her colleagues viewing her as “disloyal”.
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The psychologists also reflected upon the various pressures they felt under in their roles as 
psychologists, commonly to ‘flx’ the person or situation and to undertake some of the tasks 
expected of care coordinators. This difference in role expectations was raised by several of 
the participants. Kate, psychologist, reflected upon her colleagues’ views of psychologists as 
having a protected role and not having to do the “dirty work”, such as the physical monitoring 
and admissions to hospital. In holding this protected role, she felt it was easier for her to 
maintain the therapeutic relationship. It is useful to consider what impact this has on the 
CPNs’ relationships and how this may further create tensions and frustrations when working 
in teams. Snell et al. (2010) describe how in an inpatient setting, nurses working with people 
with a diagnosis of anorexia facilitated the development of the therapeutic relationship 
through demonstrating an understanding of the person’s anxieties as well as being open and 
transparent about treatment protocol and expectations. This again may cause difflculties in 
CMHTs where there is no prescriptive treatment protocol, as opposed to re-feeding 
programmes common in inpatient settings, and may thus create further difflculties for the 
CPNs. Land (2004) discussed her experiences of working within a team of an eating 
disorders unit. Here, she described the difflculties that arose fi^ om decisions being made in the 
team that were not agreed with by all the team members and went unspoken. Difflculties in 
team work arise where different team members are perceived to have different roles and 
different views, reflected in the participants’ accounts, which suggests a need for, as 
previously described, clear roles and goals, and collaboration within the team (Onyett and 
Ford, 1996).
Hope
The final theme underpinning the experiences and work of the participants was that of hope. 
As Kate, psychologist, described, “hope is everything” and the participants spoke about 
holding hope for clients’ ‘recovery'. Land (2004) describes the struggle to maintain hope ‘in 
face of truly death-dealing destructiveness’ (p.402). Many of the participants described how 
“one success can keep you going fo r a very long time. ” This implies the importance placed 
upon having a “success” story with a person with a diagnosis of anorexia and the far-reaching 
impact this has on the clinician.
One CPN described how she had never seen anyone "get better" and appeared ambivalent 
about whether this was possible. Her account of her experiences further reflected a greater 
sense of frustration with people with a diagnosis of anorexia and the team as well as greater 
personal impact than some of the other CPNs’ accounts. Most participants qualified their
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notion of hope by talking about “needing to be realistic” with a sense that people with long 
histories of anorexia may not be able to fully ‘recover’. Fiske (1977) discussed the impact of 
perceptions of people with a diagnosis of anorexia held by healthcare professionals on the way 
in which they interact with that person. It is possible that not holding such hope and 
optimism, or tempering this with ‘realism’ may adversely impact upon the therapeutic 
relationship and thus the outcome of such interventions. As outlined by Lambert et al.
(2001), the therapeutic relationship is more highly correlated with client outcome than specific 
interventions. Therefore, the perceptions held by the CPNs and psychologists around hope, 
and risk, may influence the relationship they build with individuals with a diagnosis of 
anorexia and ultimately impact upon the outcome of such intervention.
Although the participants spoke about holding hope, with some people with a diagnosis of 
anorexia this was viewed as hope for ‘recovery’ whereas for others it was framed as that 
person being able to maintain their low weight or achieve smaller goals. This is perhaps 
reflective of some of the literature that may influence perceptions and expectations of 
outcome: Halek (1997) reports that a ‘cure’ is rare for an individual with a diagnosis of 
anorexia. However, this could be seen to conflict with other outcome data that suggests that 
recovery rates may be as high as 77% (Herzog et al, 1999). The concepts of what ‘recovery’ 
and ‘cure’ mean to people are the topic of more recent research, frequently reporting this to 
mean more than just weight restoration, with the inclusion of emotional well-being (Matusek 
& Knudson, 2009). Therefore, definitions o f ‘outcome’, ‘recovery’ and ‘getting better' may 
vary for individuals, both healthcare professionals and people with a diagnosis of anorexia, 
and may further influence the perceptions and expectations seen in interventions. Such 
perceptions and expectations could be useful to address as an ongoing reflective discussion in 
both therapy and supervision.
Thus it appears that through holding hope, participants were able to continue to work in 
situations that may otherwise have been very challenging but that this hope often tended to be 
placed in the achievement of small goals rather than an overarching hope for recovery.
Clinical and service implications
Service policv and development
In view of recent reports around management of risk and reducing the blame culture (Morgan, 
2007), it would be important for teams to consider how teams can best work together to 
reduce the sense of responsibility being owned by one individual (see also “supervision” 
below). The reluctance of some people in working with people with a diagnosis of anorexia
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needs to be more openly addressed in understanding what such reluctance is about and how 
the team can work together to reduce anxiety and share the workload. This indicates a need 
for service policy specifically around team management of people with a diagnosis of 
anorexia, emphasising the need for collaborative work. Furthermore, there is a service need to 
support professionals in their work with clients who may be present in services for a long time 
and who may be deemed as ‘not making progress’. Main (1957) explores the ways in which 
professionals respond to such patients who are seen as ‘special’, generally those with poor 
prognoses, and highlights the importance of being genuine with colleagues, keeping to a clear 
role definition and respecting the limitations of other colleagues. This has implications for the 
way in which we train and support professionals within teams.
Training
The literature estimates recovery rates between 17 and 77% (Herzog et al. 1999). However, 
this does not appear to be reflective of the experiences of the CPNs and psychologists in this 
study, nor their expectations or hope around recovery. This could be due to a number of 
factors including the possibility they are working with the subset of people whom do not 
appear to recover, or their conceptualisations of ‘recovery’ differ from that in the 
aforementioned studies. Whilst some participants found it reassuring to know that other 
people struggle with this client group and that the recovery statistics are deemed to be poor, 
further training may be of benefit in eliciting more hope and optimism which may ultimately 
impact the therapeutic relationship and outcome. For example, it could be useful to involve 
service users in training programmes, including service users who identify themselves as 
being ‘in recovery’ or ‘recovered’ from anorexia.
Difficulties arose within both professional groups around not knowing how best to help, with 
the current lack of known effective interventions and the perception of anorexia being a long­
standing, sometimes intractable, illness. Mason (1993) describes how working towards a 
position of ‘safe uncertainty’ can enable professionals to be comfortable with the ‘not 
knowing’ and develop a framework within which it feels comfortable enough to take risks. 
Through increased training, supervision and consultations where professionals are encouraged 
to explore and reflect upon the feelings o f ‘not knowing’, a position of safe uncertainty may 
be approached.
Supervision
The CPNs described feeling they held responsibility for the person with a diagnosis of 
anorexia. They reported feeling supported in the acknowledgement that their work was
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difficult, but unsupported in being able to reflect upon and have guidance with their work. 
Conversely, the psychologists appeared to have a sense of shared responsibility. In addition, 
their experience of supervision was that of a space for reflective practice, learning and 
guidance. Onyett (1995) discusses the need for a separation between the professional 
responsibilities (duty of care and professional codes of conduct), practitioner responsibilities 
(to the service) and accountability (the relationship between the responsibilities and the 
various governing authorities) to facilitate better CMHT work. He further describes the 
importance of managing the professional and practitioner responsibilities through good 
supervision. Where the psychologists are feeling more supported and receiving supervision 
that supports their independent work, alongside working within a team of colleagues with 
people with anorexia, their perceptions of responsibility appear more manageable. Where the 
CPNs are not getting adequate supervision and working alone with individuals with anorexia, 
the ownership of responsibility appears less manageable. Thus, services need to look at how 
to best support CPNs, and other professionals, with adequate support and supervision.
Under the New Ways of Working for Applied Psychologists document (Department of 
Health, 2007), part of the psychologist's role in teams is identified as facilitating effective 
team working and addressing issues around risk and responsibility. Within this, psychologists 
are expected to provide more supervision and consultations to the multi-disciplinary team. 
Through providing this, individual and team anxieties can be addressed and managed, as well 
as generating a more supportive and collaborative culture around working with people with a 
diagnosis of anorexia, thus reducing the isolation experienced by individuals working with 
this client group.
The CPNs in the focus group reflected upon the idea of holding hope and believing recovery 
to be possible. They suggested that peer supervision groups across teams for people working 
with individuals with a diagnosis of anorexia may benefit those professionals who had not had 
personal experience in working with clients who ‘recovered’. Through the sharing of 
experiences, challenges and ideas, such professionals may benefit from vicarious experiences 
of recovery, which may then influence their own practice, as identified by Fiske (1977).
Limitations
The participants in this study were recruited from one locality within one NHS Trust and thus 
their experiences may not be seen as being representative of all CPNs and Psychologists’ 
experiences of working with people with a diagnosis of anorexia. The aim of IP A is not to 
find a sample that is representative of the wider population nor produce findings that can be
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generalised but instead aims to provide an in-depth exploration of people's experiences. Any 
conclusions drawn are specific to this sample and our interaction. However, such findings 
and conclusions may be generalisable to theory and form the basis of possible hypotheses for 
future studies.
Further limitations were the participants were all female which prevented the exploration of a 
male perspective. In addition, given the notable perspective that some colleagues are reluctant 
to work with this client population, the views presented here may have been from people who 
to some extent do not share that reluctance. There was no overlap between the CMHTs in 
which the participants from each professional group worked, which may have resulted in 
differing specific team politics and procedures. Finally, although questions were asked about 
positive experiences, the participants mainly spoke about more challenging aspects; this may 
have been a result of the order in which the questions were asked, precluding a richer 
description of more positive experiences, or may be reflective of the reasons for which why 
they volunteered to take part.
Future research
Given the reluctance of some people to working with people with a diagnosis of anorexia, 
gaining a richer understanding of such reluctance would help with working with such 
resistance and to gain a sense of perceptions and expectations that may be influencing the 
team dynamics. Additional research on the concept of recovery from anorexia from 
professionals' perspectives may also help illuminate factors impacting on the prognosis and 
role of hope which could further inform future training programmes and factors important in 
therapeutic interventions. Furthermore, a study that focuses more on the ‘positive’ 
experiences of working with people with a diagnosis of anorexia may further illuminate those 
factors that appear to be helpful in this work, for the person with a diagnosis of anorexia and 
professionals.
Reflections of the researcher
Throughout the interviews, I was mindful of the positions I held as a service user and service 
provider and found I was able to hold these positions simultaneously, using supervision to 
explore times in which I felt more affiliated with one perspective to ensure this did not 
influence the interviews or analysis through avoiding or over-focusing on certain topics.
My experiences of professionals working with people with a diagnosis of anorexia are that 
professionals are sometimes unsure about how best to be helpful and consequently, alongside
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the physical risk, experience a lot of anxiety. This study highlights that CPNs and 
psychologists value the importance of team work in sharing ideas and managing the risk, but 
that the CPNs do not feel supported in this work, resulting in greater isolation and frustrations. 
I would like to see services whereby professionals are working as a team, thus feeling more 
supported in their work and with shared responsibilities. As a result of this study, I have 
become more mindful of the emphasis placed on collaborative work with clients but that 
perhaps psychologists are sometimes not viewed to work collaboratively with other 
professionals. Consequently, this will be something I consider in my future work as a clinical 
psychologist in how I might best collaborate with and support the work of my colleagues. 
Furthermore, the importance of having hope was highlighted but that the degree to which that 
hope was held varied. Personal experience suggests that professionals being able to hold hope 
has a big impact on client experiences. Therefore it may be beneficial for training to 
incorporate the involvement of service users who have 'recovered'. In these ways, I would 
hope that services and individuals within them would feel better able to manage the work and 
less anxious about such work.
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guidance on reporting requirements for studies with a favourable opinion, including:
•  Notifying substantial amendments
•  Adding new sites and investigators
•  Progress and safety reports
•  Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated In the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referencearoup@nresmpsa.nhs.uk.
09/H1109/59     ..._______Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project 
Yoursslncerely
Chair
Email; ethics.commlttee@royalsurrey.nhs.uk
Enclosures: List of names and professions of members who were present at the
meeting.
“After ethical review -  guidance for researches"
Copy to:
An advisory cdmrnittee to  South East Coast Strategic Health Authority
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UNIVERSITY OF
SURREY
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Charlotte Wing 
Trainee Cliriical Psychologist 
Department of Psychology 
University of Surrey
Faoilty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T:+44 (0)1483 689445 
F ;+44 (0)1483 689550
www.surrey.ac.uk
r  July 2009
Dear Charlotte 
Reference: 348-PSY-09
Title of Project: The experiences of staff working with people with a diagnosis of 
Anorexia Nervosa in the community
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
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Chair’s Action
Ref:
NameofSttident:
Title of Project
Supervisor:
Date of subrnission;
Faculty of Arts and Human Sciences
348-PSY-09
CHARLOTTE WING
The experiences of staff working with people 
with a diagnosis of Anorexia Nervosa in the 
community.
PROFESSOR ARLENE VETERE 
7™ JULY 2009
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Signed:.
Cfiair
Dated:
Volume One: Research dossier
Major research project
177
Appendix C -  Research and Development Approval
NHS Trust Research and Development approval letter............................................................ 178
Volume One: Research dossier
Major research project
178
Office
Miss Charlotte Wing 
Trainee Clinical Psychologist
25/08/2009
Dear Miss Wing,
Our ID: 1235/SURY/2009
TITLE: The experiences of staff working with people with a diagnosis of Anorexia Nervosa 
In the community.
Thank you for your application to the NHS Research Consortium for research governance
approval of the above named study.
I am pleased to inform you that the study has been approved, and so may proceed. This approval 
is valid in the following Organisations: ,
• Trust
The final list of documents reviewed and approved is as follows:
NHS R&D Form (submission code; 16583/51294/14/926)
SSI Form (submission code: 16583/51303/6/983/24783/146753)
Revised Research Proposal Form (no version control, undated, received 24/07/2009) 
Interview Schedule, Version 1.0 (dated 20/04/2009)
Participant information Sheet, Version 2.0 (dated 01/06/2009)
Consent Form, Version TO (dated 20/04/2009)
CVfor (unsigned, undated, received 28/0772009)
CV for Charlotte Wing (signed and dated 20/0772009)
Aon Indemnity Certificate (signed and dated 01/08/2008 -  031/07/2009)
LRDO slgn+off fonrr (unsigned, dated July 2009)
REC approval letter (unsigned, dated 07/05/2009)
Your research governance approval is valid providing you comply with the conditions set out 
below:
1. You commence your research within one year of the date of this letter. If you do not begin your 
work within this time, you will be required to resubmit your application.
2. You notify the Consortium Office should you deviate or make changes to the approved 
documents.
3. You alert the Consortium Office by contacting me, if significant developments occur as the study 
progresses, whether in relation to the safety of individuals or to scientific direction.
4. You complete and return the standard annual self-report study monitoring form when requested 
to do so at the end of each financial year. Failure to do this will result in the suspension of
CSP047282
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research governance approval.
5. You comply fully with the Department of Health Research Governance Framework, and in 
particular that you ensure that you are aware of and fully discharge your responsibilities in respect 
to Data Protection, Health and Safety, financial probity, ethics and scientific quality. You should 
refer in particular to Sections 3.5 and 3.6 of the Research Governance Framework.
6. You ensure that all information regarding patients or staff remains secure and strictly 
confidential at all times. You ensure that you understand and comply with the requirements of the 
NHS Confidentiality Code of Practice, Data Protection Act and Human Rights Act. Unauthorised 
disclosure of information is an offence and such disclosures may lead to prosecution.
Good luck with your work.
Yours sincerely,
Research Governance Officer
Email:
T e l:"
F@)c
cc:
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Consideration of consent, distress, confidentiality and data protection
Participants could potentially become distressed talking about issues related to the 
research project and their experiences working with people with a diagnosis of Anorexia 
Nervosa. Should this occur, I would employ my clinical skills in trying to reduce their 
immediate distress and would direct them to the Trust Employee Assisted Counselling 
Service. The research could be seen as a burden in terms of the time it would require 
participants to make time in their day when they work in very busy teams. To minimise 
this, I will offer to meet them in their team base and at a time that is most convenient to 
them. It is possible that issues discussed in the interviews may be upsetting for the 
researcher. However, the researcher is being supervised by two Consultant Clinical 
Psychologists with whom she has a good and open working relationship and regular 
supervision, and also has access to regular individual therapy.
There is the potential risk that the researcher may find the material raised in the interviews 
upsetting. During the interviews, the researcher will endeavour to maintain a curious and 
neutral position, whilst recognising any emerging feelings. Following the interview, the 
researcher will seek supervision to discuss any upset and its possible impact on the 
interview. The researcher also has regular contact with a Consultant Clinical Psychologist 
with whom any such potential personal impacts can be discussed.
All the participants who contact the researcher will be met with to gain written consent 
and will then be interviewed by the researcher following a semi-structured interview 
schedule. This will be recorded using a digital recorder and the data will be transcribed 
and analysed in accordance with IPA guidelines. Participants will also be invited to attend 
a focus group to discuss the findings. This will also be recorded and transcribed as above. 
Data generated from interviews will initially be recorded onto a dictaphone, which will be 
kept securely. The data will be transcribed and anonymised at earliest possible 
convenience. Audio recordings will be destroyed immediately following transcription. 
Consent forms will be stored in a locked cabinet at the University of Surrey. Interview 
transcripts containing pseudonymised information will similarly be stored in a locked 
university cabinet following analysis of data. The anonymised transcripts will be kept for 
10 years in order that any participants or others can challenge the data should they wish 
to do so. Furthermore, as the research is being carried out for the award of a doctorate 
the data will be kept to ensure that any challenges to this award can be made. It will be 
kept securely, in line with the guidelines laid down by the British Psychological Society.
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(form to be printed on University of Surrey headed paper)
Study Reference Number:
Participant Identification Number for this trial:
Participant Inform ation Sheet
Title o f Project: Experiences of staff working with people with a diagnosis of 
Anorexia.
N am e o f R esearcher: Charlotte Wing
I would like to invite you to take part in a research study. Before you decide you need to 
understand why the research is being done and what it would involve for you. Please take the 
time to read the following information carefully.
What is the purpose o f the study?
The aim of the study is to investigate CMHT staff experiences of working with people 
with a diagnosis of Anorexia Nervosa who are living in the community. In particular, 
it will be looking at how staff make sense of Anorexia Nervosa, what facilitates and 
hinders the working relationship between staff and people with a diagnosis of 
Anorexia and how they have understood and addressed any challenges they have 
experienced.
W%y have I been invited?
You have been invited to take part in the study because you have been identified as 
someone who works with, or has worked with, people with a diagnosis of Anorexia 
who have been living in the community.
Do I have to take part?
It is up to you to decide. We will describe the study and go through this information 
sheet, which we will then give to you. We will then ask you to sign a consent form to 
show you have agreed to take part. You are free to withdraw at any time without 
needing to justify your decision, prior to me submitting my doctoral portfolio in June 
2 0 1 0 . You may also decline to complete any part of the study (e.g. declining to answer 
certain questions).
What w ill happen to m e if  I take part?
If you wish to take a part in this study, please email me your contact details and I will 
then contact you to arrange an interview, or telephone me to arrange an interview. 
The interview will take about 4 5 - 6 0  minutes and will be carried out at your place of 
work at a time that is convenient for you. The interview will be tape-recorded for 
purpose of data analysis. You will also be invited to take part in a focus group with 
the other participants at the end of the study to discuss the key findings of my study. 
You do not have to attend this focus group if you do not wish to, and again do not 
have to justify your decision.
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What are the possible disadvantages and risks o f taking part?
The interview will take up about 4 5 - 6 0  minutes of your personal time. You may find 
some topics of discussion uncomfortable as they could remind you about some 
difficult experiences you have had. If you become upset during the interview, you can 
inform me that you do not wish to continue the interview or request taking a break 
from the interview at any time. In addition, you can contact the Trust Employee 
Counselling Service on XXXXXXXXXXXXXX.
What are the possible benefits o f taking part?
The interview will give you an opportunity to talk about your experiences of working 
with people with a diagnosis of Anorexia and to reflect upon the challenges and 
successes you have encountered. Through talking about these experiences, it is hoped 
that a greater understanding of people’s experiences will be gained to identify and 
inform supervisory and training needs.
W ill my taking part in the study be kept confidential?
Yes. I will follow ethical and legal practice and all information about you will be 
handled in confidence. The recorded tapes will be kept in a locked filing cabinet in a 
locked room at the University of Surrey and will be destroyed after their content is 
transcribed. Your anonymity will be ensured and information you share in the 
interview remains confidential.
What w ill happen to the results o f the research study?
The results of the study will be published in the my doctoral portfolio, which will be 
held at the University of Surrey Library. The study will also be submitted for 
publication in a peer-reviewed journal to help others to leam  from your experiences.
I shall seek your consent to use any quotes from your transcripts for the publication. 
You will not be identified in any of the reports or publications. A summary sheet of 
the findings will be sent to you.
Who is organising the research?
The research is being organised by Charlotte Wing, trainee clinical psychologist, and 
the University of Surrey.
Who has reviewed the study?
All research in the NHS is looked at by an independent group of people, called a 
Research Ethics Committee, to protect your safety, rights, wellbeing and dignity. This 
study has been reviewed and given favourable opinion by Surrey and Borders 
Partnership Trust Research Ethics Committee.
Further inform ation and contact details
If you have any further questions about any aspect of the research and/or would like 
to participate in this study, please contact Charlotte Wing on XXXXXXXX or
xxxxxxxx.
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(Form to be printed on University of Surrey headed paper) 
Study Reference Number:
Participant Identification Number for this trial:
CONSENT FORM
Title o f Project: Experiences of staff working with people with a diagnosis of 
Anorexia
Name o f Researcher: Charlotte Wing Please
initial box
1. I confirm that I have read and imderstand the information sheet
dated.....................  (version ) for the above study. I have
had the opportunity to consider the information, ask questions and 
have had these answered satisfactorily.
2 . I understand that my participation is voluntary and that I am free 
to withdraw at any time without giving any reason.
3 . I agree to take part in the above study.
□
Name of Participant Date Signature
Name of Person Date Signature
taking consent
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Interview Schedule
• Can you tell me about your role in the service?
• How do you come across people with eating distress?
Prompts: what is the referral process? How would someone be allocated to
you?
• What language to you prefer to use when talking about people who struggle with 
eating?
• Today I want to talk specifically about people who restrict their intake, commonly 
called Anorexia. Could you describe what this phrase. Anorexia Nervosa, means 
to you?
Prompts: reasons why people develop AN, how people present,
• Could you describe your experiences of working with people with a diagnosis of 
AN in the community?
Prompts: how/why did you get into this area, how feel about working with 
people with a diagnosis of AN in the community, what keeps you going 
when AN is ‘intractable’, what is it like when some people get worse/die
• I’m interested in your experiences, both positive and negative. What, if any, 
difficulties have you experienced in working with people with a diagnosis of AN?
• How do you make sense of these difficulties?
• What happens when these difficulties arise?
Prompts: in you personally, between you and the client, impact on 
relationship with client
• What or who supports you in this line of work?
• Do you get involved with supporting colleagues?
• Does this support seem generic or is it specific to EDs? Is there anything that is 
different in working with this group of people that requires a different type of 
support for you than, say, with someone who might be struggling in a different 
way? If so, how/why? If not, how/why?
• What, if any, experiences have you had when working with people with a 
diagnosis of AN in the community where it has gone well?
• How do you understand what has made this work well?
• How do you think this has impacted on the relationship you have with people with 
a diagnosis of AN?
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CPN transcript
R: And you the support you get, you’ve 
mentioned the hub. Who or what else 
supports you in this work?
P: Urm, with anorexia? Nodung, 
nothing supports me. You know, I us« 
the hub for seeing people plus I use 
them for supervision. I mean diey 
discuss people sometime, I suppose with 
physical problems Ï could speak to the 
doctors, I guess I can kind of run things 
past colleagues but generally they’re 
like, oh I don’t know;
R: So how does that impact on you as a 
professional I guess if you feel there 
isn’t anyone you feel you can...
P: I don’t know, I suppose I use my 
supervision very wisely, when I get it. 
You know little things like when I’m 
frustrated with somebofy when they’re 
not, you know I can go upstaim and say 
they really annoyed me, give a general 
sort o f  you know, of people knowing 
what it’s like to work with really 
frustrating people so I guess it’s like you 
just want to sound off to somebody, 
urm, and sometimes that’s enou^ to 
make you feel ok. I’ve done what I 
could.  ^ WvJk eW. A
R: So that’s kind of on die generic 
jfiustrations.
P: Yeah, but otherwise, my supervision 
here, I generally don’t really talk about 
my eating disorders people because I 
think there’s that, oh, it’s not really 
something I know anything about I 
think the hub service is really good, if  I 
have any concerns I do email them and 
say right you know I need some advice 
on this, that or the other, so ldo  chose 
them.
R: And do you feel the kind o f support 
that you would like, do you think fhat 
would be very different working 
specifically with people with anorexia 
compared with say someone who is 
really struggling with, urm, hearing 
voices?..............................  _^___
J/VYvsTv
pTvw K/uh CM 
tL krttr/» Wr yuNurdij • 
MX
tkA WvfKt
ou vsKaJc a *, fotilu t
tr fyA
WÙ/
OsWvV wA L /
U *- |AaA4, 
yljL (>A iüüüL #vbivsk 
£bs — yy
toJw- j^uujLyvu. 
SUMÂJL -p x U
Irfyw UtrAA
^  Jod If
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m a aJjM* ^  
jCVvUbûiy^
|ULfWv^  AAl 
j /^fy^YVWrvJ
i^ fV VvCfk^ vJ:
ClVSM/VU —A4
WuL fV^ Mn 
yU^ umVkvWAt)
iTu/LLs^ 4cLnu m M. 
f4>fi w k  W
yUijl/dA4,y^ tL  Y^/
OJ^ AAJ&Cd^
1rwvû^ t  Llf
y/vLrtL^Lr^ #} Aw/ 
aAma4. yt*/_______
P: Yeah, I think so, because I think 
generally if  somebody is h ^ n g  voices, 
there is a medication answer and there’s 
more resources, here’s hearing voices 
groups, there’s the day hospital, mental 
healdi groups you can get them involved 
in but anorexia is very very, it’s as 
isolating as an illness in mental health as 
it is for the person that has it really. And 
yeah, 1 think, just think it’s easier to deal 
with illnesses that have a medication 
answer. Even if  diey’re treatment 
resistant you can keep persevering and 
also you don’t feel so much you’re 
carrying it by yourself because the 
doctor’s prescribing.
R: So part o f the medication side, is 
actually there is someone else who is 
there whereas with anorexia it sounds 
like you fee! more on your own?
P: I think so, yeah. I kind of feel 1 
suppose that I am, the main, hold the 
main responsibility because it comes 
down to me when to decide when do I 
need to do somefliing about this person. 
At what point do I take it to somebody 
else? Whereas other people are 
reviewed on a regular basis.
R: So in terms o f the supports with other 
difficulties it sounds like there’s more of 
a team involvement,
P: Yeah, I fhink so because I think its 
stuff that people have dealt widi for 
years and years but anorexia is 
reasonably new in CMHTS really, urm, 
and people fear it, people are fii^tened 
that they’ll say die wrong thing and 
people will starve themselves to death. 
So you don’t really get that kind of peer 
support I suppose.
R: Do you have that fear?
P; That I’ll say the wrong thing? No, I 
don’t. Because I’ve done quite a bit of 
training I’m very clear diat I can’t s ^  
one tiling that is going to make this 
person starve themselves to death. No.
StfvwL tW: ttoi ^  
riMM. pv 4 L
romuua .
k A c t  x a a oL
OyÜwYv» ÜÀvJhl vutK 
AKt -Auo knX 
y j i  ircujUM
nxrt Lnfiv {ÂaA aA
t/cfvJU Kma.
Jl/XAA.
Aa A iLAvtvivWL)
LfW fc >
ÇcAAt iy  ^A aA :
LtM. Awvi (aa4 aA
JtxL XiA* \
yovw tLiA
&A. OWVi jA/LLk/ mA 
H Loa /ww
Aw. (ÂaX 
UA<L»lwwb 
IaxR AlJ. A»vk
l/xL
<Àrv (A LW s
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Psychologist transcript
aaX
LKjhÂ/yyifw 
7^ 1 ^wUjU/uu/
txirvv
W & /
î^v^yu+ALùu v\ t L  
w v b / ^
R: Yes, and 1 know you said 
there’s an element of risk witii 
all of the people you see because 
that’s kind of how they end up 
with you, and you mentioned 
about the possibility of heart 
attacks for people with anorexia, 
how does that impact on you?
P: Well, it’s interesting, because 
they get whisked off to hospital, 
it’s probably not so much at the 
fore of my mind. Urm, so I 
suppose I’m a bit protected tiom 
that and probably wouldn’t feel 
so protected if I did carry on 
working with them in hospital. 
But I don’t think that’s 
particularly going to be great 
therapeutically. Urm...I’ve 
forgotten the question now.
R: You were talking about 
people getting whisked off to 
hospital and feeling protected...
P: Yeah, yeah, well I guess it’s a 
team decision about hospitals, 
it’s about the weight and 
obviously I don’t do the 
weiring, this is the most 
crucial factor. Although there’ll 
often be a lot of debate about 
admitting someone before they 
get to the weighty which is going 
to be, you know, very very life 
threatening, and that’s quite a 
difficult process the way it’s set 
up here at the moment because 
the consultant who is in our hub, 
our eating disorder hub, doesn’t 
take any clinical responsibility 
for admitting a patient, so they 
also just see themselves as an 
advisor or a consultant, so I find 
tire actual structure of the system 
a bit difficult at the moment 
because then that means the 
person who will decide on the 
admission or not is actually our 
consultant here who may not see 
that person hardly ever or m ^  
not see them very often.
Sjau. tLvh iki rwL A-Ll
hur ÏŸUMÀ (AccUaa 
AA. txL , lAfc.
Dr luuua KA.
SL. IrLwnu.. \jiA/i 
Aam/UxA V Uw .
fVk
CL
^  (Th AAk
V» LutOUVi
»vL* K/AA» tL-
?ruxty»èuv wUA )utb
' Wvd, tkjL '
t L  h ju Z t^  Irwwj ivMjU 
^  tàyM iam^vA ,
tLi> jmL ov?
Volume One: Research dossier
Major research project
193
ynxAn
VW%^ (/4W7*W%
%VSA-
W#Lvy M ^  Lâ/v» ' 
Lj|mUâL ^
aaA fLwvuw
R:RigW,
P: So iW  doesn’t #e l very 
sads&ctoiy tome
R:No.
P: And er, I just, 1 mean that’s 
just the way it is but to me it 
would feel better if we all made 
that decision jointly witii the 
consultant also, they take 
responsibility too, the eating 
disorder consultant There’s just 
that feeling that it can be passed 
back to you, you know, ‘what do 
you thiidc*, and there’s that 
potential that it’s a life or deatfi 
situation and‘what do you 
think’ and we sort of bounce it 
back and forwards. So yeah, no, 
I would say particularly the 
CPNs who tend to have to get 
the beds and push for the 
admission themselves, I think 
they’re in a really really difficult 
position and drey feel, urm, 
undervalued and er, you know, 
yeah.
R: And it sounds like you feel a 
bit protected from that?
P: Yeah, a bit, a bit, but tihen if I 
try md sort of speak on behalf 
of tibe CPNs, people on the other 
side see me as not being very 
supportive to them, or being a 
bit disloyal or something. So 
there are dynamics in the team, 
urm, which, you know, whilst 
perhaps some people are more 
aware of them than others, 
perhaps some of that gets pl^ed 
out there, arotmd the whole 
difficulty of the client that we’re 
working with.
R: yeah, so again just thinking 
about all of these difficulties, 
how do you think all of this 
impacts on the relationship you 
have with the client, because I 
guess you’ve got all of these
f  Ky/WM rvMm
iLü VwxJl L  Xxj\Au. yy
Û a  It W M x  tU  nJU 
ÏamU4 .
C^M«*\jbLu (HrVovoi pf/tL 
U Y h J^  kaA yWt Àf*
tW : uAm vL  4 ai>
b  h A p ju ^  kxy  
tU- VoXt ÿiJi \k
Dij^ uusk
^  à^ VWVUiU — thjL
w /L  ^  AyA
Ùi Low bjW- ^
k L t tL u  AA
crmJL^.
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Î^À A it ^  cLvvyi
aXULvu
f
I xJ ^ aL av*
ÿM tjtw vv
iA tLtM
#
things going on in tire 
background, die stuff in the 
room, what’s going on within 
you personally, how do you 
think that impacts on the 
relationship you have?
P: Urm, yeah, well! think 
particularly when people are 
admitted, well, of course, no 
that’s going off a bit on a story...
RiYcs?
P: Well, it’s not a typical 
situation, it was just when the 
care coordinator was on long 
term sick leave one time, I had 
to step into the care coordinator 
role and that completely 
destroyed my relationsWp with 
the client because I had to pt^h 
for an admission, they didn’t 
want to be admitted and they 
never saw me again, 
refused to meet me after that 
which was a great shame as 
we’d just started to form a bit of 
an alliance. Very difficult client 
to work with, I don’t think the 
next therapist has had much 
success, but er, what I mean is, 
you know, it’s urm, I think that 
created difficulties both with the 
client, how I was perceived, in 
terms of stepping into that role, 
you know ly  my perhaps other 
psychologiste who perhaps 
thought I’doversteppW a 
boundary but you know, I was 
left holding die situation and I 
felt it was too risky for her not 
to be admitted. Some people are 
quite hardline, you know, we 
won’t admit them, it doesn’t 
help, you know, they’ll just go 
into hospital and it won’t make 
any difference, which may be 
true, it’s just interesting how we 
respond to that
L^vitfvVir-* k
t  UwjaaJ; rv\
/lLXmvAay» Lm  t  T* 
nia *aX
tL
tL  ^  ^
ttuAfc KJsX Lu
AyyULt iMjjurjAAx
/w t tkw vAsi .
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Theme Pre-participant
interviews
During participant 
interviews
Post-participant
interviews
Awareness of personal 
assumptions
X X X
Seeking to understand 
the participant’s 
perspective
X X
Appreciation of my 
own perspectives
X X X
Implications for 
training and 
supervision
X X
Feelings in response to
participants’
descriptions
X X
Meaning of hope X X
Use of supervision X X X
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Appendix J -  Additional quotes to support the superordinate and sub-themes
CPN quotes...................................................................................................................................198
Psychologist quotes.....................................................................................................................201
Volume One: Research dossier
Major research project
198
:i
I
Îlî
Î | î
III
• I l i l
B u
'M
p1 1S&s
If} 
III
Iff
III
ii
CÛ
T0
IÎ
|§ 
5 -g
-§ 8
!» 3 
Ü '.È
i  'M
: i :
I
I
M
I
I
1
1
I:
t
I
I
1
I
13 i
*o
I
ITJ
I
so
i
Î
u
I
I
I
I
1I
<S
■
I
M:
ÎI
I t<0
i t
,;.p'
#
H
I
isS,i:i:
il
Ii
fO
Volume One: Research dossier
Major research project
199
f l
«J Sso M I 
i f
g:U
ÎÜ
III
III*60 «> o Ô
’X3
A;*-*
2
M l## p «
g m
0 ; ^ txi
&S '#  c<T) T)
U O
iliiiil
S Q
| l „
P x>
w >
! i«
§
a
Ï 1
9 5
#w
I' If
1#:
I
i:
#::
1 :^II
II
Ii
.s
:K:
oll
Hi
HIPH
| l |
T3
!!■
1 1 1 =
i f i i â
l l i - g  
II sj
¥ m
£I
ge
P 13
1
ÈÉ
I
I
T )
%
1p;
I
I
I
p
te;
II
I
1
if
V}
i
II
f t
II
ii
m
II
VO
IÎ
If
i l l
Volume One: Research dossier
Major research project
200
tfi
îiî
ill
l i p
■ S Æ f «^  0 -0  sXI
i l l
<rt «J
■5 ■teM CO
I
W
I
î
I%
&
f=u.
res
fi
{50
II
1 1 ^jpxïS:
I
1
I
0
1
f
*S:
I
ï
I
o\:
Volume One: Research dossier
Major research project
201
pilPPfiil
'g;
; a s
"0 «
pÎ
§-§ 
- I
i S '= . î
I si
,J
ü j
'
l llï
« : § g
iiî0 C3 p
I I !
1
l ' I i :
« tJ .S  O
§ 3
| S
t!
Il
Iç
si
il
1 K
■a T3
lî
li
i l !
S:
-§a,§"8
a § 8
ifi
I I
I
fa
I,
i:
i < s
A cb
8 U
r  G
I
Ii
I
I
Ui-
il
Volume One: Research dossier
Major research project
202
0
.S'#;
f l
o
o o
It
i
X::
I #
i i î i #
6  2-5 2
iQ#:'
. «  3 OJ
i :
s X
a-E
#1
i§
I
%
#m:
III
III
b o  6  
' 1 1
X  o
>
■®lis
aJ
0 M
1 a
§ g
«
X
I
u
II
|iII
It:S|
#:
= . i i
I I *
4i-.:g;;til
'i  0 oa  w a
III
I
r
"8
li
Î!X'R
It
%
£»-gC-
i l
m  6  ■
iI
II Q
II.
fil
et:
lit
m
*15 OII
H,
I
II
m.
I,
II
:0 O
I!
Volume One: Research dossier
Major research project
203
13
1
;cw'
I
I
t
J
g
ê
i l
II,
5.TP
-SI'S
II<lï p .
a  .2
8g) : g
i l
III
m
l i-iîS;
il::
II
II
S  a
Î lî
I
f
I
I
I
a
M0
: : g
1
f
eo
3
1
I
I
î I
Volume One: Research dossier
Major research project
204
RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
X
30 Applying research findings to clinical practice y
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Qualitative research project abstract
66At the moment we’re just sharing space not sharing the 
experience”: Investigating division in a shared learning
environment
June 2008 
Year One
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Abstract
Shared learning is commonly being used to facilitate relationships between different 
professional groups (Champion et a l, 2006) and thus facilitate more effective teamwork and 
better patient care (Pearson & Pandya, 2006, Horsburgh et al, 2001). However, questions 
have been raised over the exact nature of shared learning and whether the professional groups 
do learn together or whether it is more reflective of shared teaching with professional groups 
not mixing or learning from one another, and possibly reinforcing the divisions between the 
groups. This qualitative methodological study explored the experiences of a shared learning 
class of clinical and counselling psychology trainees. Six clinical psychology trainees and 
two counselling psychology trainees participated in two professional group-based focus 
groups. Data were analysed using Interpretative Phenomenological Analysis (IPA, Smith, 
1996) and seven superordinate themes emerged, including that of “divisions”. This theme 
described the divisions felt between the two professional groups in terms of the different 
learning goals, the physical divisions in the classroom and the differences between the 
professional groups. Therefore, the shared learning experience appeared to have maintained 
and possibly increased the divisions between the professional groups. Implications for future 
practice were considered, including having a common shared goal and encouragement of 
more integrative learning so that greater knowledge could be gained of the other group.
Volume One: Research dossier
Qualitative research project abstract
